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THE TREND IN CLINICAL MEDICINE 
IS TOWARD THE MORE EXTENSIVE EMPLOYMENT OF 


Tetanus Antitoxin 
FOR CURATIVE PURPOSES 


ANTITETANIC SERUM was at one time generally 

regarded as an efficient prophylactic rather than 
as a curative agent. But there is an unmistakable 
trend nowadays toward the use of antitetanic serum 
as a specific curative agent as well. 


A prominent surgeon writes us: “A great deal 
of the pessimism in the use of serum for curative 
purposes is perhaps because it is not given by the 
best route and in large enough doses. My statistics, 
as far as I have gone at present, show that in cases 
that have received a dose of 30,000 units by vein 
the mortality is only 3 per cent. It will probably 
be much better than this if one should cut down to 
the cases that have received this dose in the first 
three days of the tetanus symptoms.” 


Certain it is that early diagnosis and large thera- 
peutic doses have materially lowered the mortality. 


TETANUS ANTITOXIN, P. D. & CO., commends itself to the In 
discriminating physician because of its high refinement, small bulk, and - ; 
gratifying reliability. reliat 

Our Tetanus Toxin is of such strength and uniformity that healthy 
young horses under treatment with it, consistently produce a native 
antitetanic serum of relatively high potency. 

Then, our methods of concentration have been developed to such a 
— that the globulin resulting from this native serum represents 

etanus Antitoxin of the highest quality, chemically and biologically. 
basa our syringe package, fitted with an improved plunger, is 
proving decidedly satisfactory. 


Requests for literature are always welcomed. 
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VALUE OF BLOOD SETTLING TIME IN 
GOITER* 

Joseph L. DECourcy, M. D., DeCourcy CLINIC, 
Cincinnatl, O. 

Clinically, toxic goiter is readily differentiated 
from the non-toxic in a large percentage of cases. 
Tremor, profuse perspiration, loss of weight, etc., 
are readily discernible. In borderline cases, how- 
ever, the diagnosis is not so easily made. Difficulty 
is also encountered at times in differentiating toxic 
goiters or specific hyperthyroidism from other path- 
ological states, as incipient lung tuberculosis, psy- 
choasthenia, reflex nervousness of genital origin in 
the female or from prostatic congestion in the male. 
Any method, therefore, that aids us in clarifying 
these conditions, should be a welcome adjunct to 
~ medicine. 


J 
al 


' 


INDTVI WAL 


Normal Individual 


In the past, basal metabolism has been our chief 
reliance. Unless accurately executed, however, this 
test becomes of relatively little value; moreover, it 
is a test for the clinic and is not available to all 
practicing physicians. We have, therefore, endeav- 
ored to present a simple method which we believe 
will increase in value as our experience widens. 

Fahraens in 1916 iritroduced to the medical world, 
the importance of blood settling time in differenti- 
ating normal from abnormal conditions. His work 
was done mostly in the examination .of blood in 
Pregnancy. In 1920 Linzenmeier found that a sub- 
stance which he called agglutin, an electro-positive 
body, and fibrogen of the blood cause different sedi- 
mentation. Hoeber thinks that in every fast sedi- 
mentation of the blood a change in plasma is pres- 
ent, because some parts of the albumen disappear 


*Read before the American Association for the Study of 
Goiter, Bloomington, Ill. 


and globulin is increased. But Musa found that the 
amount of globulin of the blood is always between 
forty and fifty per cent. and that the settling time 
is independent of the amount of globulin present. 

Since 1920 the literature on settling time has in- 
creased and on account of the variance of opinion, 
we decided to investigate this test in our clinic. 

TECHNIC 

Five small bottles, clean and dry, numbered from 
one to five, are always ready for use. Into each of 
these we place 0.5 c.c. of 5% sodium citrate solution, 
and to this we add exactly 2 c.c. of venous blood. 
After shaking, the bottles are placed in an ice box. 
(Tests we made with the same blood, using one 
part for settling immediately after taking from the 
vein, and the other part after twenty-four hours, do 
not show a marked difference in settling time, but 
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ACUTE TONSILLITIS 


Acute Tonsillitis 


if kept for a longer time the sedimentation becomes 
increasingly slower). The blood is then put into 
graduated pipettes and the reading is taken over a 
period of twelve hours. 

In our early work, many errors in technic were 
found and corrected. In brief these may be tabu- 
lated as follows: 

(a) Temperature—Making a different series of 
tests with the same blood; one in the ice box at 6°C., 
one in room temperature at 18° and one in the incu- 
bator at 37°, we found only a small difference in 
sedimentation between the blood in the ice box and 
that at room temperature, but a great difference be- 
tween the blood at room temperature and that in the 
incubator. The test is best made in a cool room in 
the winter time and at ice box temperature in sum- 
mer. 

(b) Deviation of Pipettes—Bercceller and Was- 
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tle claim that the length of the blood cord is im- 
portant. They claim that in fast sedimenting blood, 
the speed is proportionately fast to the length of the 
cord, while this is not so in slow sedimenting blood. 
Our examinations agree with these tests, but it is 
impossible to discover any certain rules to be used 
regarding the length of the cord. Of greater im- 
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HYSTERIA 


Hysteria 


portance is the vertical position of the tube, and I 
am of the impression that many using this kind of 
examination of blood for a short time only, make 
errors and become impatient on account of the con- 
tradictory results. It happened to us in our first 
tests before the frame was made to hold the tubes 
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RNOPSTHALIIC GOITER 


Exophthalmic Goiter 


vertical. Very small deviations of the pipettes from 
the vertical (less than 10°) influence the speed of 
sedimentation, especially ‘in the first hour. 

(c) Dilution—Tests made with different dilu- 
tions showed that ‘the speed of sedimentation is in- 
creased with the increase of ‘dilution, but~I do not 
think that we make any error if we use oe grad- 
uated syringes and- pipettes. 


(d) Difference of Sex and Age—We selected 
seventy-two divinity students, first examining to 
rule out any organic diseases, and used these men 
as normal subjects, and found that the average set- 
tling time was: after one hour, 2 m.m.; after two 
hours, 6 m.m.; after three hours, II m.m.; and 
after twelve hours, 38 m.m. 
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TOXIC GOITER 


Toxic Goiter 


Twenty-two normal women selected (making ob- 
servations in deaf and dumb institutions) showed 
after first hour, 5 m.m.; after second hour, 11 m.m.; 
after third hour, 18 m.m.; and after twelve hours, 
45 m.m. 

Twelve normal children ranging in age from eight 
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TOXIC COLTER 


Toxie Goiter 


to fourteen showed slightly faster settling time than 
adult females, averaging first hour, 7 m.m.; second 
hour, 14 m.m.; third hour, 23 m.m.; ond twelve 
hours, 18 m.m. 

_(e) Eating—Observations made on some patients 
at different times of the day, before and after meals 


did not show a marked change in settling time. 


(£) Menstruation—Menstruation- makes a slight 
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increase in twelve hour settling time running about 
60 m.m. 
PATHOLOGICAL STATES 
(a) Non-Toxic Goiter—In non-toxic goiter the 
blood settling time corresponds to the blood settlirg 
time in normal patients. This is true in adolescent, 
non-toxic colloid goiters and non-toxic adenomas. 
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NON-TOXIC GOTTER 


Non-Toxic Goiter 


The cases in which these tests were made were not 
only clinically non-toxic, but the metabolism rate 
also was normal. 

In cases where toxicity was present, however, 
even though in a mild degree, the sedimentation was 
proportionately fast. (See graphs.) 

In differentiation we found that the settling time 
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LOWER. LOBE TUBERCULOSIS 
Lower Lobe Tuberculosis 


in active tuberculosis was faster than in toxic goiter. 
[his we consider as very important, as early cases 
of lung tuberculosis frequently resemble toxic goiter 
borderline cases of toxic and non-toxic states. 

This test is also very important in differentiating 
clinically, 

Whether the test is more sensitive than correct 
metabolism readings we are not prepared to state 
at this time. 
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(b) Pulmonary Tuberculosis—This test was used 
first as an indicator for the slightest activity in pul- 
monary tuberculosis and, as such, it appears to be 
more delicate than the temperature. The settling 
appears earlier than the temperature elevation and 
disappears after the temperature is normal. We have 
controlled the activity of our tuberculous patients 
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OF THE UTERUS 


Myoma of the Uterus 
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entirely on this phenomenon. We allow no patient 
activity whose settling time was above 50 m.m. even 
if the temperature had been normal for some time, 
and found that by doing this we did not get a re- 
currence of symptoms. It was observed that tuber- 
culous patients whose settling time was fast and did 
not change after twelve weeks in bed, carried an 
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unfavorable prognosis; improving patients invari- 
ably show steadily decreasing settling time. 

(c) Pregnancy—Forty-five cases observed at St. 
Joseph’s Maternity Hospital average: first hour, 10 
m.m.; second hour, 25 m.m.; third hour, 40 m.m.; 
twelfth hour, 80 m.m. The value of this becomes 
apparent in the diagnosis of pregnancy in the first 
month and differentiates pregnancy from myoma of 
the uterus. 
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Recently I operated upon a case, having made a 
diagnosis of myoma of the uterus. The appearance 
of the uterus was such that pregnancy could not be 
ruled out and the abdomen was closed. The settling 
test made one month later showed a normal settling 
after twelve hours of 45 m.m. The patient was op- 
erated upon again and the myoma removed. 

(d) Carcinoma—In cancer diagnosis, the blood 
settling test is of inferior value. The speed of sed- 
imentation seems to be dependent upon the duration 
of the cancer and the type of carcinoma cells, 
whether fast moving or not. However, in most 
cases, we have a fast sedimentation, and sometimes 
when secondary infection was combined with the 
cancerous condition, a very fast sedimentation. 

The sedimentation test is of greater value in the 
question of the operability of cancer. The faster 
the sedimentation, the worse the outlook. 

CoNncLusION 

In the blood settling test we have a very 
sensitive test which, when combined with 
other methods, becomes a very valuable aid to diag- 
nosis, and an accurate check to prognosis. It is 
especially valuable in differentiation between toxic 
and non-toxic states in goiter, toxic goiter and tu- 
berculosis, pregnancy and myoma. It is exceeding- 
ly simple and can be made in any office, and it is 
not at all improbable that with continued application 
and study, its scope will be materially widened. 


GASTROENTEROPTOSIS AND ITS 
PROBLEMS* 
W. H. Axterr, A.M. M.D., 
BELLINGHAM, WASHINGTON. 
Ninety per cent of the patients that come to my 
office have some degree of displacement causing some 


disturbance of function. This is not at all strange 
since ninety per cent or more are thirty-five years 
of age or over, and their conditions have become 
chronic. — 

After careful observations of many hundreds of 
cases I am led to consider gastroenteroptosis as 
meaning any displacement, slight or marked, of 
abdominal organs that interferes with or interrupts 
the function of any of them. 

It is the recognition of these conditions that de- 
termines whether or not successful treatment can be 
applied. Many operations for ulcer, gall bladder 
diseases, gall stones and chronic appendicitis fail to 
give the desired relief because the condition of ptosis 
and the disorders produced by it were either not 
recognized or, being recognized, too little importance 
was attached to them. Improvement may follow 
such operations for a few weeks or even a few 
months while special attention is given to rest, diet, 
abdominal support and elimination ; but, there is soon 


*Read before the Twenty-fifth Annual Meeting of the American 
Proctologic Society held in New York, June 23-25, 1924. - 
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a return of the mental depression, despondency, gen- 
eral apathy and indifference and even hopeless -in- 
validism, if not actual mental deterioration, pitiful 
to witness, which are the products of gastroentero- 
ptosis. Therefore, the hope of ultimate and perman- 
ent relief from these operations on such cases must 
take into account the full significance of the condi- 
tion produced by the ptosis. 

One of the most important conditions that should 
be recognized is fecal retention and the infection 
therefrom. The amount of feces that may collect 
in a ptosed colon, and go unrecognized, is some- 
times prodigious. I reported a case at the San Fran- 


Fig. 1. H. H. H., age 28, chronic colitis, muco-ulcerative; chronic 
gastritis; visceroptosis. a. Ulceration, splenic end of transverse 
colon, causing spasticity. b. Acute angulation, splenic end of 
transverse colon. c. Chronic enlargement ascending colon and 
cecum. (Author’s case). 
cisco meeting in 1915 where seven and one half 
quarts of hard dry scybalae were removed within 
twelve hours besides that which the individual passed 
afterwards, and yet the abdomen was flat and re- 
tracted and the condition was only recognized by 
personal investigation. Many similar cases have 
since been encountered which has led to the routine 
of investigating all cases for such conditions and not 
being satisfied until elimination is complete. This 
condition must be eliminated before any relief can 
be accomplished by any method; and infection will 
prevail until it is eliminated. 

The greatest problems we have to meet in gastro- 
enteroptosis are systemic infection and nervousness, 
caused by the absorption of deleterious and poison- 
ous products of putrefaction in the intestinal tract. 
Invasion is insidious, far-reaching and destructive m 
action and difficult to detect. Like a thief in the 
night, it stealthily creeps upon the individual, saps 
his vitality and brings him to the verge of destruction 
without the warning of really feeling ill. Once ac- 
tive mentally, physically and socially; once full of 


Vou. X 


vim, 
listles 
exhau 
frienc 
He b 
has s! 
point 
tion— 
becon 
a con 
chillin 
and d 
depre: 


Fig. : 
of sign 
sigmoid 
flexure 


moro: 
leads 
These 
sorts 
recog! 
The 
gastr¢ 
An 
and t 
ing wy 
we k 
duces 
well, 
of lu 
hopel 
maini 
and 
gina ; 
abdor 
a diay 
recon 


| 7 
i bi 
% 
Gy 


1925, 


gen- 
itiful 
tero- 
man- 
must 
ondi- 


ould 
ction 
‘ran- 


hronic 
sverse 
nd of 
n and 


half 
ithin 
re- 
1 by 
have 
utine 
1 not 
This 
will 


stro- 
ness, 
ison- 
ract. 
ve in 
the 
saps 
ction 
e ac- 
ll of 


Vout. XXXIX, No. 6. 


vim, energy and thrift, the individual now becomes 
listless and sluggish mentally; he is tired and is 
exhausted physically, and becomes indifferent to 
friends, relatives, business and to his own demeanor. 
He becomes irritable and worries about trifles; he 
has sleepless, restless nights and is tortured to the 
point of distraction by the ever-increasing infec- 
tion—and all without any feeling of illness. His skin 
becomes bronzed and muddy; body heat, as if from 
a consuming fire, lends terror to his nights and 
chilliness besets him in the days. Loss of appetite 


and dyspepsia lead to bodily weakness and mental 
depression. He 


becomes morbid, despondent, 


Fig. 2. (Same case as Fig. 1.) a. Acute antero-posterior flexure 
of sigmoid with fixation by adhesion. b. Flexure and thickened 
sigmoid at recto-sigmoidal junction. c. Acute angulation, splenic 
flexure with absence of spasticity. 


morose and hypochondrical, which in the extreme, 
leads to actual insanity, convulsions, and to suicide. 
These are the individuals who fall victims to all 
sorts of operations, but who, the cause having been 
recognized, require only a short siege of castor oil. 
The infection invades all tissues, including the 
gastro-intestinal tract itself. 

Another grave problem is aortitis, both abdominal 
and thoracic. For generations, we have been look- 
ing upon aortitis as being a product of lues, but now 
we know infection from intestinal absorption pro- 
duces not only aortitis but grave heart lesions as 
well. I have now three cases in none of which traces 
of lues could be found. Of the three, one has a 
hopeless and grave heart lesion; and of the two re- 
maining, one had an enlargement of the transverse 
and descending aorta with frequent attacks of an- 
gina; the other had a fusiform enlargement of the 
abdominal aorta above the umbilicus. In the latter, 
adiagnosis of gastric ulcer was made and operation 
recommended. X-ray and physical examination 
showed a fusiform enlargement and a ‘prolapsed, 
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distended and filled colon pressing upon the aorta 
at the bifurcation. There was no stomach trouble 
except pain in the epigastrium, one to two hours 
after meals. The only tenderness elicited was pres- 
sure over the artery. After two months’ treatment— 
elimination of the stasis and infection and proper 
abdominal support—the latter two patients are now 
well. 

Other problems to be recognized and remedied 
are colitis, (mucous and ulcerative), chronic disten- 
tion, sacculation, acute angulation, acute flexures, in- 
vagination of the colon and separation of the recti 
muscles. All of these conditions are present in 


AR Tarte 


Fig. 3. Mrs. S. J., age 60. Redundancy and flexures of sig- 
moid caused by ovarian cyst. a. Redundant and reflexed sigmoid. 
b. Acute angulation of sigmoid and narrowing from pressure of 
cyst. (Author’s case). 


greater or less degrees in gastroenteroptosis, but are 
either not recognized or little importance is attached 
to them. Roentgenologists recognize them so often 
they pronounce the condition as normal. This is, 
as a rule, a false interpretation to place upon the 
findings and even is misguiding. The +-ray is only 
one means of diagnosis. 

Other, minor problems to meet in gastroenter- 
optosis are internal, prolapsing, hemorrhoids, fis- 
sures, fistulas, eversion of the rectal and anal canals, 
papillitis, pruritis, cystitis and cryptitis. 

All the problems briefly noted are interrelated and 
once present, each contributes to the aggravation 
of the other. Unless all these are recognized and the 
significance each one has in disturbing bodily func- 
tion is taken into consideration, no form of treat- 
ment will succeed. 

Surgery promises but little relief. Formerly 
surgery promised much, but after a brief period of 
gastropexy, colopexy and sigmoidopexy it was found 
to be inconsistent surgery. In other words, the full 
significance of the totality of all conditions was not 
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considered, and the surgery attempted the relief of 
only one feature, which was merely the result and 
not the active cause. Why attach a flabby and re- 
dundant sigmoid to the abdominal wall when infec- 
tion, relaxed abdominal walls, enlarged colon and 
elongated mesenteric attachment remain? Except 
in isolated and well defined cases, all will agree, I 
think, that surgery per se avails but little. Perhaps 
the plication method or some moiification of it is 
applicable in many cases and even this will fail if all 
other supportive methods are not utilized. 

What are we going to do about it? It is in just 


Fig. 4. W. McL., age 41. 
stomach and colon in pelvic cavity. a. 
b. Enlarged cecum and ascending colon. 
= itself. d. Impacted stomach with retain 
case). 


Complete prolapse and impaction of 
Spastic descending colon. 
c. Impacted sigmoid flexed 
barium. (Author's 


such cases as these that the modern proctologist can 
best serve humanity. However, to be successful the 
proctologist must be thorough in his examination 
and use every known means of diagnosis in order 
that he may have a comprehensive knowledge of all 
bodily functions or else he, too, will fail. Of what 
benefit would it be to relieve constipation and have 
the individual die of diabetes mellitus or to relieve 
diarrhea when the individual has a mouthful of de- 
cayed teeth? Successful treatment, therefore, of 
gastroenteroptosis resolves itself into the willing- 
ness of the physicians, surgeon or proctologist to 
enter into the treatment of such cases with a broad 
vision of real service and to dismiss the thought that 
each case is a prospective operative case. He must 
instruct each individual as to the nature of his 
troubles and what is designed as corrective measures ; 
and by the use of modern equipment available to all, 
these otherwise miserable beings can be again re- 
stored to happy and useful citizenship. 

By personal attention; instruction in ways of liv- 
ing; elimination of drastic medicines and metiiods ; 
frequent use of the sigmoidoscope for the correction 
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of angulations and flexures by inflation and deflation, 
and through it the treatment of the inflammatory or 
ulcerative conditions of the colon ; removal by opera- 
tion of all surgical conditions; and, most important 
of all, by the adjustment of an appropriate abdominal 
binder which will not only overcome the ptosis but 
maintain the abdominal organs in place, nearly every 
case of gastroenteroptosis can be overcome or prac- 
tically so. As before mentioned, it seems to me the 
responsibility is with the proctologist. 

If proctology has not gained the recognition it 
should, it possibly may be from the fact that we have 


Gastroenteroptosis and luetic ulceration 
) a, Spastic distal transverse and descending colon from 
ulcerations. b. Prolapsed and enlarged proximal transverse colon. 
(Author’s case). 


Fig. 5. O. M., age 34. 
of colon. 


Died of general paresis. 


been too conservative for fear we might encrouch 
upon other fields of medicine or surgery, but is not 
the whole field of diagnosis open to us the same as 
other fields? Cooperation is always available. Why, 
then, should we not in every case be thorough and 
complete in our examination, and from the compre- 
hensive knowledge gained thereby, be in a more ad- 
vantageous position for cooperation with correlated 
fields of medicine and surgery? 

SUMMARY 

1. The condition of gastroenteroptosis and the 
disorders produced thereby are not generally recog- 
nized or, if recognized, too little importance is at- 
tached to them. 

2. Failure is due to lack of detail work in the 
examinations. In case of surgery of the appendix, 
gall-bladder and stomach relief is not obtained with- 
out a full knowledge of the significance of the con- 
ditions produced by ptosis. 

3. Aortitis or arteritis is a very common and 
even a dangerous complication of ptosis and the dis- 
orders produced thereby, and may or may not be 
luetic—generally not. 
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4. The illustrations are exact drawings from 
roentgenograms of private cases with all confusing 
structures omitted. They show the various ab- 
normal conditions that interfere with function. 


PROLAPSE OF THE RECTUM 


Cuartes J. Druecx, M.D. 


Professor of i Diseases, Post- Graduate Hospital and 
Medical School, 
CHICAGO. 


Prolapse of the rectum or procidentia, as it is 
sometimes called, is the descent of one portion of the 
rectum or anal canal into or through a lower. por- 
tion. The prolapsed portion may or may not appear 
externally. 

The various terms applied to this condition are not 
wholly descriptive and some confusion occurs from 
the use of the several names. The word “prolapse” 
comes from “prolabi” and signifies “to slip down.” 
Procidentia is derived from “procidere”’ and means 
“to fall down.” Both terms will be used interchange- 
ably in this writing. If the prolapsed portion is still 
retained above the sphincter the condition is one of 
invagination as well as prolapse. 

This sagging may be limited to the separation 
of the mucosa from the muscle walls, a condition 
termed incomplete prolapse; or all the walls of the 
bowels may be invaginated into or through a lower 
portion of the rectum, constituting a complete pro- 
lapse. When the upper rectum or sigmoid intus- 
suscepts, it may include a fold of the peritoneal 
wall. A prolapse of that part of the rectum above 
the pelvic floor may not present at or protrude from 
the anus, and, if it does not appear at the perineum, 
it can be recognized only by digital or specular ex- 
amination. This suprapelvic prolapse accounts for 
many cases of intestinal stasis and of sigmoid ac- 
cumulations. 

The pathology is the same whether the rectum 
protrudes or not, although some authors distinguish 
an internal and an external degree. Incomplete or 
partial prolapse signifies that the mucous membrane 
only is prolapsed while the deeper coats of the bowel 
still retain their proper position within the pelvis. 
It is often but an everting or rolling out of the 
mucous membrane of the lowest part of the rectum. 

The term “prolapsus ani” which has been applied 
to this variety of descent, does not commend itself 
because it signifies a falling of the anal orifice 
rather than a protrusion through it. Goodsall and 
Miles use the term “prolapsus mucosae recti” to dis- 
tinguish this type of protrusion. 

Practically all cases of procidentia recti are the 
result of neglect or improper treatment of what was 
in the beginning a simple form of mucous mem- 
brane prolapse. The mucosa is attached to the 
muscular wall of the rectum by a loose network of 
connective tissue which normally permits a certain 
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degree of mobility of .one-coat upon the other. 
If this mobility becomes exaggerated, whether from 
a general laxity of the tissues, loss of tone of the 
sphincters, or absence of fat in the ischio-rectal 
fossae, an eversion of mucous membrane takes place. 
If surgical intervention is not instituted at this stage, 
the next step may be a slipping out of the rectum 
in its entirety. Therefore, early prophylaxis should 
always be insisted upon. 

Prolapsus ani occurs at all ages. It is especially 
common in young children, but seldom requires 
operative treatment.’ It is seen in middle life more 
frequently among women because of the pelvic 
traumatism incident to child-bearing, but it also 
occurs in men, Turtle’ reports a male aged 26 years 
suffering with a complete procidentia recti of a firm, 
edematous, egg-shaped mass, the long axis of which 
was 5 inches and the short 4 inches. Hemorrhoids 
were present in addition. The history of the case 
was, that once when a very small child, the rectum 
came down and had to be replaced by a doctor, but 
the patient himself had no recollection of ever hav- 
ing had any trouble of this nature until suddenly 
during the act of defecation, the bowel came down. 

Among elderly people prolapse of the rectum is 
often their chief infirmity. I believe it is a great 
mistake to advise any of these patients, even the de- 
crepit and aged, to be satisfied with palliative treat- 
ment, which never, at the best, affords much relief, 
when a safe operation can be easily performed under 
local anesthesia, 

The importance of relieving the easily remedied 


. defects of old age cannot be overestimated. Many 


of these neglected cases of rectal prolapse become 
practically confined to the bed, or at least must 
assume: the recumbent position the greater part of 
the time, on account of the protrusion which recurs 
when standing or walking about. Such inactivity is a 
severe tax upon their vitality and will inevitably 
lead to an increase in the normal mortality of ad- 
vanced age. 

Partial procidentia is an exaggeration of the 
physiological eversion which occurs at every normal 
stool. Ordinarily the loose connective tissue 
stretches somewhat to facilitate the ejection of’ the 
feces and then contracts and retracts. When this — 
areolar tissue does not have this elasticity the mu- 
cous membrane protrudes abnormally and is not 
drawn back again. 

In all cases of partial prolapse there is weakened 
muscular tone and in the aged an absorption of the 
perirectal body fat and the abnormal morbility of 
the tissues of the anal canal permits a rolling out of 
the whole or any portion of the circumference of 
the gut. If hemorrhoids or neoplasms drag down the 
gut a portion only of the wall may be involved but 
under other conditions the entire bowel is more uni- 
formly prolapsed. 
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ETIOLOGY 

Rectal prolapse always indicates low vital powers 
unless there is a definite history of traumatism. 
Among the poor the commonest factor is improper 
food, which by irritating the intestine, causes diar- 
rhea, accompanied with much straining and a con- 
tinuance of which produces prolapse. 

The exciting causes are: 

I. Prolonged sitting at stool. Children are often 
required to sit at stool for a long while until 
the bowels have emptied. This unfortunately com- 
mon practice results in much mischief by mothers 
not knowing of this danger when training children. 
Adults also sometimes take their newspaper to the 
toilet with them and remain squatting for prolonged 
periods. 

2. Undue straining incident to phimosis, stone in 
the bladder, cystitis, urethral stricture or enlarged 
prostate, foreign bodies in the rectum, proctitis, 
rectal ulcers or pinworms. 

3. Increased peristalsis occurring with diarrhea, 
especially the summer diarrhea of children, dysentery 
and cholera morbus. Violent repeated vomiting may 
also bring on this condition as will also prolonged 
coughing, as in whooping cough or screaming. 

4. Mechanical causes which (a) relax or weaken 
the sphincter muscles such as exhausting diseases, 
paralysis, traumatic injuries either to the sphincter 
muscles or to the sacral plexus; or (b) which drag 
down the mucous membrane, as the tenesmus of proc- 
titis, hemorrhoids, polyps, and large hard stools. 

5. Anatomical factors. Jackson? says that the 
competency of the pelvic floor as a support for the 
overlying viscera would seem to depend on the suf- 
ficiency of four factors: 1. The pelvic fascia. 2. 
The levator ani muscle. 3. The muscular and fib- 
rous elements, guarding the openings through the 
two foregoing structures. 4. The fat beneath and 
around the three foregoing structures. 

The pelvic fascia is continuous from the pelvic 


brim, with the fascia elsewhere sublying the peri-. 


toneum. It is not an unbroken structure, but dis- 
tinct prolongations invest and form the chief sup- 
ports of the bladder, uterus cervex and rectum. The 
point of its rectal attachment is an inconstant one, 
thereby varying the normal depth of the cul-de-sac. 
It is subject, like the structures beneath, to atrophic 
changes, dependent upon trauma and general health 
conditions, while usually a structure of much 
strength, it may be almost non-existent congenitally, 
and thereby be a potential cause of trouble. 

Beneath the fascia at an appreciable distance are 
the levators, voluntary muscles of great importance, 
anteriorly converging from the arcus tendineus on 
either side to a midline union behind the rectum and 
probably the vagina, and by their contraction not 
only lifting the pelvic floor, but closing the rectum 


DRUECK—PROLAPSE OF THE RECTUM 


JUNE, 1925, 


and vagina through approximation of their walls, 
The value of this approximation is considerable for 
the anus, but greater for the vagina, since, in the 
erect position, that is the most dependent part of the 
pelvis, whither all the contents tend to gravitate. 

This pelvic diaphragm of fascia and muscle would 
be perfect enough support were it not rendered de- 
fective by the openings which nature demands {or 
excretion and reproduction. The anal and vaginal 
orifices are guarded by the anal sphincters, the peri- 
vulvar muscular elements of somewhat similar func- 
tions, an intact perineum and the just mentioned 
levator action. Of the two the guarding of the anus 
is undoubtedly more adequate and is favored by the 
fact that, in the erect position, it is the less dependent 
part. But inadequacy of any of these structures, 
whether from trauma or disease, spells descensus 
of some of the organs above. Rectal and vaginal 
prolapse are related in cause and often coincident. 

Not enough stress has been laid on the fact that 
this floor itself normally has and needs support. A 
plentiful supply of fat in the connective tissue of the 
ischio rectal fossae forms a cushion for its support 
and compresses and supports the anal canal. A de- 
ficiency of fat favors sagging of the pelvic diaphragm 
and relaxation of the anal canal. Of this last no 
better proof need be given than the much better 
anal control which one gets in the stout, muscular 
patient, than in the thin, emaciated one, where the 
sphincters have been much incised necessarily to 
cure fistula. Restoration of the lost fat as well as of 
muscular tone, aids the cure and prevention of re- 
currence of a rectal prolapse. 

Above the pelvic floor the rectum emerges a soft- 
walled distensible and rather mobile viscus, and most 
poorly supported considering the resistance it must 
constantly offer to the downward pressure internally 
of its fecal contents, and externally, and more im- 
portant, of the too often ptotic intestines in the peri- 
toneal cul-de-sac. Posteriorly the attachment of the 
rectum is imperfect to the sacral hollow, laterally 
consists only of loose cellular tissue and anteriorly 
is nil, and this is usually fully half the circumference 
of the organ. Right here is nature’s weak point, 
and the weakness increases the lower the point of 
the peritoneal reflection, i.e., the deeper the sac. 

Todd® says the anatomical features of the distal 
colon show there to be two situations favorable for 
the development of an intussusception. These are 
the pelvirectal junction and the subdivision of the 
rectum at the great valve of Houston. At each ol 
these positions there is a marked infolding of the 
bowel wall, and both correspond to the junction of a 
higher comparatively mobile portion of the bowel 
with a lower more fixed portion. 

The nature of the fixation differs in the two it- 
stances. At the junction of the pelvic colon with the 
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rectum there is a sudden loss of the mesocolon, but 
the looseness of the subperitoneal tissue in this area 
modifies this anatomical change. In the lower situa- 
tion however the problem is a different one. The 
muscular diaphragm of the pelvis, constituted in 
large part by the two levatores ani partly holds the 
rectum in place and also by the perineal and _peri- 
vascular tissues known as rectal stalks or guy ropes. 
These form the lateral portion of the fascia propria 
and is attached to the sacrum at about the level of 
the third sacral vertebra. These fasciculi surround 
the middle hemorrhoidal vessels and visceral pelvic 
nerves, of which, branches from the third and fourth 
sacral trunks pass to the rectum. They are attached 
to the lateral walls of the ampulla of the rectum. 
This perineal portion of the bowel is more fixed than 
the pelvic portion above to which no fasciculi are 
attached. 

By a study of sagittal section of the pelvis at 
birth Todd shows that the position of the rectum 
relative to the bladder (and of the uterus in the 
female) differs from the adult relation in that the 
latter organs are placed at a higher level in associa- 
tion with the small capacity of the pelvis, and the 
rectum at birth is in a position of mechanical disad- 
vantage, inasmuch as it occupies a lower site than 
the other organs, which in later life, also descend 
entirely into the true pelvis. The straight character 
of the sacrum prevents its relieving the rectum from 
pressure of overlying viscera as can the more curved 
sacrum in the adult. 

The fascia propia of Waldeyer, apart from any 
continuation upwards into the fascia of the pelvic 
mesocolon has a definite attachment (rectosacral 
aponeurosis ) to the hollow of the sacrum between the 
third sacral foramina forming a capsule for the 
rectum. The lateral parts of the rectosacral aponeu- 
rosis comprising the fibro-muscular tissues around 
the middle hemorrhoidal vessels and visceral pelvic 
nerves has some fixation to the sacrum in the region 
of the second, third and fourth foramina. . These 
rerves, vessels and surrounding fascia correspond 
to the substance of the mesenteries by which other 
parts of the alimentary canal are supported. Todd 
found that the fascial stalks about the vessels and 
nerves measure about half the length of the con- 
tained vessels. He found that these proportions 
obtained in both infants and adults. In a new born 
female child the sacrum of which measured 42 mm 
in length, the isolated but undissected rectal stalk 
measured 12 mm, while the dissected stalk consisting 
of nerves.only was 22 mm long. The corresponding 
Measurements in a male infant, the sacrum of which 
Measured 40 mm, the undissected stalk measured 
12mm, nerves only 25 mm. This comparative length 
of nerves and vessels allows some possibility of 
movement of the rectum as a whole, but so long as 
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they remain uninjured the movement of the rectum 
is necessarily limited. In no case did Todd find the 
dissected rectal stalk long enough to allow the third 
or great valve of Houston to descend so far as the 
anus. In the female infant above mentioned, the 
distance from the great valve to the mucocutaneous 
junction was 36 mm, and in the male, 37 mm. 

In a male subject of 35 years of age used as a 
control the dissected rectal stalks measured 60 mm, 
the sacrum I15 mm, and the distance from the great 
valve of Houston to the mucocutaneous anal junc- 
tion was 75 mm. In a female 25 years of age the 
undissected rectal stalk was 55 mm in length and the 
sacrum 110 mm long. 

SYMPTOMS 

The onset of incomplete prolapse is insidious. In 
the early stages there is but a laxness and redund- 
ancy of the mucosa, without noticable pathologic 
change, sometimes the prolapse can be demonstrated 
by the patient at stool, or it may require an enema 
to excite the bearing down. In mild cases the mu- 
cous membrane protrudes only during defecation 
and returns spontareously or by the patient’s manip- 
ulation, and remains so until the bowels move next 
time. Some times the whole anal ring seems to be 
involved when the protrusion is large. At first the 
mucous membrane is normal in color, but after re- 
peated protrusions it becomes deep red or sometimes 
scarlet or livid in color, depending upon the condi- 
tion of the sphincter. It is, however, quite painless. 
The surface is marked by the intestinal folds which 
run longitudinally up and down the long axis of the 
prolapse instead of circularly around it as in the 
complete variety. Later, when the mass has re- 
peatedly protruded, it will become edematous, in- 
flamed and difficult to replace. In old and frequently 
prolapsed cases the sphincter is relaxed, and though 
the mass may be easily returned, it will not remain 
so. Ulceration may result from trauma at any time 
and the mass will be red, bloody and very painful, 
but strangulation or sloughing is rare in this incom- 
plete form of prolapse. When only the mucous 
membrane is prolapsed the tumor is thin, and by 
digital examination will be found to be continuous 
externally with the skin, and internally with the 
mucous membrane. When this form of prolapse is 
associated with hemorrhoids or polypus, as fre- 
quently occurs in the aged, the mucous membrane 
will be found sagging between the tumors, and a 
discharge of blood, mucus and pus will occur with 
each bowel movement. Hemorrhoids and prolapse 
are very frequently associated, and the prolapse may 
involve all or only a part of the circumference of 
the anal opening. It must be remembered that an 
internal hemorrhoid may be the primary cause of the 
prolapse, especially a lateral pile, only one side of the 
bowel coming down. The pathology is that the pile 
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excites the bowel to contraction, and in endeavoring 
to expel the tumor the mucous membrane is dragged 
down with it. This mechanical dragging down of 
the mucous membrane may be caused by any tumor, 
polypus or a foreign body. In a similar manner in- 
creased peristalsis and straining due to intestinal 
worms, rectal ulcers, dysentery, constipation, proc- 
titis, urethritis, urethral stricture, enlarged prostate, 
cystitis or vesical stone will develop rectal prolapse. 

Another factor tending to exaggerate the prolapse 
is weakness or paralysis of the anal sphincters. 
This may result from repeated prolapses. In adults 
it comes on gradually, as a rule, although it may oc- 
cur suddenly. The more frequently the bowel pro- 
trudes the more stretched and relaxed the parts, and 
this weakened condition in turn favors future pro- 
lapsing. Conditions producing edema of the pelvic 
tissues such as pregnancy, fecal accumulations, and 
hepatic troubles induce prolapse by allowing a 
stretching and separating of the conrective tissue 
fibres. Incision of the sphincter, or the trauma of 
a completely lacerated perineum, or the relaxation 
resulting from sodomy, by weakening the sphincteric 
narrowing of the anal outlet are predisposing 
factors. 

Ove of the most annoying symptoms is a constant 
feeling of moisture about the anal region. This is 
due to the increased secretion of mucus from within 
which is either expelled periodically with the voiding 
of flatus or dribbles away continuously when the 
protrusion is constantly exposed. 

Each time the mucosa is extruded there is a feel- 
ing of fulness and burni~g at the anus. As the pro- 
trusion increases in size it is irritated and abraded 
by friction of opposing body structures or by the 
clothing and thus smarting and soreness occur. If 
ulceration supervenes an aching, throbbing pain is 
suffered which continues as long as the parts remain 
protruded. 

PHysIcAL ExAMINATION 

Upon inspection the mucous membrane may 
be found to prolapse on one side onlv (unilateral 
prolapse) or the whole anal circumference may 
be involved (bilateral prolapse). In the bilateral 
type a sulcus is found in the anterior and poster- 
ior raphe. At these points the mucosa is more 
firmly attached to the underlying structures. 

The incomplete prolapse never protrudes more 
than two inches and if the tumor is grasped be- 
tween the finger and thumb and carefully palpat- 
ed the two layers of mucosa entering into the 
formation of the fold will be found to move freely 
over each other unless they be adhered by inflam- 
matory adhesion. 

Upon digital examination the examining finger 
passes easily into the anal canal thus demonstrat- 
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ing the loss of contractile power of the sphincter 
from the habitual over stretching. 

Complete prolapse of the rectum is differentiat- 
ed by the difference in the protrusion which is 
larger, being three to six inches in length, some- 
what conical in shape, and having a slit-like 
aperture directed backward. 

External hemorrhoids of the thrombotic varie- 
ty, are hard, smooth and always separate and dis- 
tinct tumors which are freely movable. 

Internal hemorrhoids may be difficult to diifer- 
entiate, but prolapse usually involves the entire 
circumference of the bowel and has a soft, vel- 
vety feel, and if carefully examined, a slit-like 
opening will be found in the lower end through 
which the finger can be introduced into the bowel. 

The age of the patient will be of some assist- 
ance, as hemorrhoids and polypi are uncommon 
in children, and the protrusion is more likely to 
be prolapse. 

Complications. As a result of excessive spasm 
of the sphincter and the trauma of repeat- 
ed manipulations, the epithelium is abraded re- 
sulting in ulcerations, submucous abscess and 
fistulae. Sometimes considerable sloughing of the 
parts may occur. 

TREATMENT OF INCOMPLETE PROLAPSE 

The removal of the cause is our first considera- 
tion because that modifies our course of pro- 
cedure in each case. Urethral stricture, phimosis, 
vesical stone or rectal polypi, must be relieved, 
habits such as prolonged sitting on the chamber, 
must be stopped immediately, and pinworms 
must be sought out and destroyed. 

Reducing the Prolapse. When the prolapse 
is recent, or of small degree it reduces 
spontaneously. If it does not retreat it should 
be reduced as soon as possible by the patient or 
attendant. The patient should lie on his right 
side, and, having smeared the part well with 
vaseline or other lubricant, should carefully 
manipulate the protrusion back into the rectum. 
He should pass the finger well into the anal canal 
to ensure the protrusion being pushed up beyond 
the level of the internal sphincter. After replacing 
the membrane he should remain in the prone 
position for at least an hour. There is usually 
no difficulty in effecting reduction, but it may 
not be possible to keep the mucous membrane 
above the anus. When the prolapse cannot be 
promptly replaced the surgeon should be sent 
for, but usually by the time he arrives the parts 
have been subjected to considerable manipulation 
and trauma and are irritated and sensitive. In 
children even the gentlest handling will provoke 
struggling and straining. Often the surgeon's 
immediate services are required, to reduce the 
prolapse. 
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On inspection it is important to note if the 
procidentia is complete or incomplete and then 
the condition of the mucous membrane as to the 
presence of strangulation, ulceration or slough- 
ing. If the prolapse has been exposed for a con- 
siderable time and the sphincter is contracted, 
great swelling and edema of the tissues occur. 
Replacement should first be attempted without a 
general anesthetic in order to avoid the subse- 
quent vomiting and straining which might cause 
the prolapse to recur. But if after a reasonable 
effort with careful manipulation the tumor can- 
not be reduced, it is always advisable to promptly 
administer an anesthetic, dilate the sphincter and 
replace the gut. The technic is the same for both 
complete and incomplete prolapse. 

Place the patient in the knee-chest or Sims 
position, with the hips well elevated. Cover the 
entire tumor with a hot cloth, and slowly reduce 
the mass. Under continued pressure with a hot 
compress and gravity the circulation improves, 
edema is forced out, a hernia, if present, will re- 
duce, and then the procidentia slips in. 

The most prominent portion of the prolapse 
is the part to be first returned. Be very careful 
not to bruise the parts. The inner layer of the 
bowel should be assisted up as the reduction is 
accomplished by introducing the finger, covered 
with gauze or tissue paper, into the lumen and 
gently pushing upward. As the finger is with- 
drawn the gauze or tissue paper is left within 
and assists in preventing a recurrence of the pro- 
lapse. 

It is imperative that spasm of the sphincter 
causing constriction must be relieved even if 
necessary by division or divulsion of the sphinc- 
ter. If there is any question as to the viability of 
the prolapsed gut the tumor should be covered 
with three or four layers of towels wrung out of 
hot water. After these towels have been care- 
fully wrapped around the bowel, hot water 
should be continuously poured over the towels to 
keep them hot. By persisting in this hot douch- 
ing for even an hour an apparently hopeless case 
may recover. Altho I have persisted for as much 
as an hour before being satisfied. 

Following the reduction of the prolapse a con- 
siderable tenesmus may occur. This is best re- 
lieved by spraying the bowel through a procto- 


Scope with a 1 percent solution of silver nitrate. | 


In the Case of children the patient should 
be laid across the knees and gentle press- 
ure made upon the whole mass of the tumor to 
empty it of its blood, and thus reduce its bulk, 
first returning the part of the bowel which forms 
the apex of the cone. The parts are usually 
Irritated and sensitive and in infants struggling 
and straining are always encountered. In some 
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cases, even in children, the administration of an 
anesthetic will be necessary to relax the sphincter 
before the prolapse can be reduced. 

Every manipulation must be carried out with 
firmness but gentleness that bruising of the tis- 
sues may be spared and thus the future conduct 
of the case made easier. 

When gangrene or sloughing has occurred be 
very careful to determine the depth of the slough 
before reducing the protruding gut. If perforation 
has occurred or is likely to occur, reduction is 
questionable as peritonitis may result and the 
prolapsed parts had better be amputated immed- 
iately. 

After reducing the prolapse strap the buttocks 
together and confine the patient to his bed. Have 
the bowels emptied in the reclining position. 

The after-treatment of prolapse in children re- 
quires considerable individual attention. The 
child should have evacuations while lying on his 
side. To retain the rectum after it is replaced, 
the buttocks should be supported with adhesive 
straps, three inches wide, which are to be applied 
while the child is lying down. Attach the strap 
to one trochanter, pass it over the buttock, fold- 
ing the cheek in and against the opposite buttock, 
crowd the opposite buttock inward and pass the 
strap on to the trochanter. The strap is so plac- 
ed that its posterior edge is just in front of the 
anus. In this position it is not soiled by the de- 
fecation and therefore need not be removed for 
a week or ten days. Frequent changing of these 
straps causes abrasion of the tender skin. 

As the condition improves and the child is 
again allowed to use the toilet stool, he should 
retain his seat but ten minutes and if after that 
time he has not had a movement a soap supposi- 
tory or a small cold enema should be admin- 
istered. 

Any source of irritation in the rectum or neigh- 
boring organs which might provoke straining is 
to be carefully sought for and removed. Consti- 
pation and diarrhea must be guarded against. A 
chronic or persistent cough must be controlled. 

The diet should be constantly watched that it 
may be kept as nearly ideal as possible. Consti- 
pation should be relieved with cascara, cod liver 
oil or olive oil. General tonics are always a vital 
part of the treatment, together with encouraging 
of fresh vegetables and the drinking of sufficient 
water. 

In early childhood the rectum is straighter 
and more vertical and more movable than in later 
life. The sacrum is straighter also and makes the 
rectum afi abdominal organ. The connective tis- 
sue structures between the mucous and muscular 
coats of the bowel are also more lax in children 
and prolapse quite often occurs when straining 
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continues for even a few successive days. or 
weeks. 

In children prolapse can usually be cured with- 
out surgery after’ removing the exciting factor. 
The child must have easy evacuations without 
straining and a suitable cathartic or an enema 
must be administered as needed. The child should 
be taught to empty the bowels while lying on his 
back on a bed-pan instead of squatting on a ves- 
sel. Electrical stimulation to the anus and plenty 
of fresh air often work wonders in these cases. If 
the prolapse protrudes between times for stool, 
showing that the sphincter is relaxed, the buttock 
should be kept carefully strapped together. A 
cold enema given just before defecation will se- 
cure an easy movement promptly. 

Rickets is an important etiologic factor in the 
causation of prolapse in children and demands 
energetic treatment. Where prolapse is caused 
by acute inflammatory intestinal disease the pro- 
lapse should be sponged with a warm solution of 
hamamelis or fl. ext. of hydrastis. A little of 
the solution may be injected up into the bowel. 
Give opiates to control the peristalsis and a liquid 
concentrated diet. 

In aged persons and. in tabetics the palliative 
measures employed with children do not cure 
because the relaxation or stretching of the sub- 
mucous connective tissue is not so readily over- 
come, and various surgical measures tending to 
produce a cicatrix have been devised which nar- 
row the anal canal. Hemorrhoids, polypi or 
other neoplasm must be removed and the oper- 
ation necessary for that purpose will usually 
effect a cure. 

In aged persons or others where the prolapse 
easily occurs while the patient is at stool and 
where surgery is contraindicated the patient’s 
bowel should be moved while he is in a reclining 
position. The diet should be regulated so that the 
quantity of feces to be passed is as small as 
possible. The bowels should be encouraged to 
act just before bed time so that the prolapse may 
be retained in the rectum all night. Rest in the 
recumbent position for an hour or so immediately 
after the bowels have acted during the day time 
will diminish the tendency to a recurrence of the 
protrusion. Chronic constipation is-a most fre- 
quent cause in these patients and-a proper regu- 
lation of the bowels is of prime importance. In 
order to prevent the feces becoming hard, an in- 
jection of an ounce of olive oil into the rectum at 
bed time, to be retained all night, is exceedingly 
useful. In many cases it is advisable that a sim- 
ilar oil injection should be made shortly before 
each action of the bowels so as to ensure the 
feces being well lubricated and therefore evacuat- 
ed without any straining. 
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Women, who as the result of repeated preg- 
nancies, have greatly relaxed pelvic and abdoni- 
nal muscles, are much benefited by massage and 
gymnastics. 

She should be instructed to lie down three 
times each day and to forcibly contract and draw 
up the anal orifices for five minutes, so as to ex- 
ercise the sphincters and the levator ani muscle 
and thus improve their tone. This method is easy 
of application, devoid of danger and deserving of 
a trial. 

Compresses and pads applied to the anus de- 
feat their very purpose because the pressure upon 
the sphincter causes relaxation and dilatation of 
the muscle. These tentative measures may be 
tried for two or three months if improvement is 
apparent, but if the prolapse increases in spite of 
this treatment, or if spasm of the sphincter and 
strangulation of the gut occur, operative treat- 
ment is required. 

OPERATIVE TREATMENT OF INCOMPLETE PROLAPSE 

When after persistance of the strapping, diet- 
ary and other tentative measures for two or three 
months, the prolapse still persists, radical oper- 
ative measures are considered. 

Unless one has seen a great many of such 
rectal cases, it is impossible to comprehend the 
amount of nervous suffering caused by a relax- 
ation of the mucous membrane of the rectum. 
These are cases where the sphincter muscle is 
not relaxed, so the membrane does not really 
prolapse outside the muscle and the relaxation can 
only be seen by means of a speculum or procto- 
scope. By gathering a few folds of this loose 
tissue into the fenestra of a speculum and in- 
jecting it with a five percent solution of carbolic 
acid the membrane will shrink right up tight 
against the wall of the rectum. These folds of 
mucous membrane to be injected should be long- 
itudinal with the rectum that the cicatricial con- 
traction may not cause an obstruction in_ the 
lumen of the bowel. This plication of the mucous 
membrane is most useful in the treatment of aged 
or debilitated individuals. 

In somewhat more extensive cases where the 
mucous membrane prolapses externally and those 
cases of complete prolapse of the first degree, 
the principle of drawing up the slack of the 
mucous membrane may be more quickly accom- 
plished by linear cauterization, the technic of 
which is as follows: 

Technic. The bowels having been thoroughly 
emptied, the patient is placed in the lithotomy 
or lateral semi prone position, according to which 
is the more comfortable for him. The whole field 
is now carefully anesthetized by infiltration and 
nerve blocking. This requires from two to four 
ounces of 0.5 percent procain. 
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Caution should be exercised not to infiltrate 
within the muscular wall of the rectum, as this 
produces an edema of the mucosa which renders 
it dificult to estimate how much should be re- 
moved at operation. If one’s technic has been 
good, the anesthesia does not involve any more 
discomfort than the first prick of the needle. 

If the patient is a child he is better controlled 
if placed under nitrous oxide and oxygen anesthesia. 

By the introduction of the surgeon’s finger the 
bowel is excited and the mucosa caused to pro- 
trude. The prolapsed mucous membrane is then 
wiped dry and free of mucus. Holding the mu- 


Linear cauterization of the prolapsed rectum 


cosa fully prolapsed the cautery heated to a cher- 
ry red heat, is used for making the cauterization. 
Beginning in the posterior median line, in the 
mucous membrane above the prolapse and ex- 
tending down almost to but not touching the 
mucocutaneous junction, the cauterization is car- 
ried through the mucosa to the muscular layer, 
being cautious not to burn into the muscle wall. 
A similiar cauterized strip is now made on the 
anterior wall and then on either lateral wall. 
These cauterizations are all parallel. Any large 
veins visible in the mucosa should be avoided. 
The whole exposed mucous membrane is now 
well anointed with the following ointment: 


Sodium bicarbonate 

Petrolatum 
and the protrusion is replaced within the rectum. 
A small pad is placed over the anus and the but- 
tocks are strapped together with a strip of ad- 
hesive plaster. The patient’s legs are also held 
together by bandages. An opiate will be requir- 
ed for the first twenty-four hours. In a child of 
2 to 3 years, % grain of codein will be satisfac- 
tory. The bowels are confined for 4 to 6 days 
and thereafter moved daily by an injection of 
olive oil and water. The evacuations are had in 
the recumbent position for the first three weeks 
after which time defecations may be resumed 
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in the squatting position. During convalescence 
one ounce of 1 percent carbolized oil should be 
injected into the rectum after each bowel move- 
ment. In small children about 2 drahms is suf- 
ficient. When the eschar sloughs off the raw 
surfaces should be wiped each day with 2 per- 
cent solution of nitrate of silver. Complete heal- 
ing is expected in two or three weeks and enemas 
of olive oil and water to secure easy evacuations 
should be continued for at least three months. 
Aperients should not be given. Following the 
operation, when the bowels have moved freely 
for three or four days an ordinary diet may be 
resumed. The patient must be cautioned not to 
strain at stool at any time. 

The object of this operation is to produce 
cicatrices which bind the mucous membrane firm- 
ly to the muscular coat. Due caution must be 
observed that the cauterizations are so spaced 
that the contracting scar which follows the in- 
flammatory reaction is only sufficient to draw 
up the redundant tissues and does not cause 
stenosis subsequently. 

In adults the clamp may be used to remove 
strips of redundant mucosa and the resulting 
wound be cauterized. 

During convalescence the patient will be made 
more comfortable if given each night an injection 
of 1% carbolized olive oil. In adults very 
satisfactory results may be obtained by the sub- 
mucous injection of phenol, 10%, in olive oil, or 
of quinine and urea hydrochloride solution. 

With the patient placed on his side, the hips 
somewhat elevated the prolapsed membrane is 
replaced. A fenestrated speculum is now intro- 
duced to expose a portion of the redundant mu- 
cosa. A point about one inch below the upper 
limit of the detachment is touched with pure 
phenol on a probe to anesthetize and sterilize the 
point of entrance of the infiltrating needle. A 
fine calibered hypodermic needle, one and one- 
half inches long, is entered at the anesthetized 
point and is carried its full length upward be- 
neath the mucosa. Five minims of the fluid is 
deposited at this level and as the needle is slowly 
withdrawn the fluid is distributed beneath. the 
membrane. Due caution must be exercised to 
deposit the fluid in the submucous areolar tissue 
and not in the mucous membrane or in the mus- 
cular coat. As the membrane is not firmly at- 
tached to the underlying structures this may be 
accomplished without difficulty. 

In a few hours inflammation sets in, gradually 
reaching its height in three to five days and if the 
procedure has been carefully carried out slough- 
ing should not occur. Later cicatricial adhesion 
occurs which holds up the prolapse. But one 
area should be injected at a time and when that 
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reaction has completely subsided another point 

should be treated. By this method the entire cir- 

cumference may be treated. This treatment is 

not painful and during the convalescence but a 

moderate degree of uneasiness is produced. 
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CONGENITAL CLEFT OF LIP AND 
PALATE 
Lee Kaun, M.D., F.A.C.S., 
Louisvitz, Ky. 

A proper understanding of congenital clefts 
of the lip and palate requires a knowledge of the 
development of these parts in early embryonic 
life. The common buccal and nasal cavity is 
formed by the growth of the mandibular arches 
from either side; from these are developed the 
lower jaw and the tissues which enter into the 
formation of the lower lip and floor of the mouth. 
The common cavity is then divided into buccal 
and nasal cavities by the development of the 
hard palate from the horizontal outgrowth of 
plates from the maxillary process. Further, the 
nasal cavity is divided into two by the down- 
growth of the vertical plate of the ethmoid and 
vomer from the fronto-nasal processes. A failure 
of union between these different parts explains 
the occurrence of the various types and degrees 
of. congenital deformity in the lip and palate. 

The real etiology is not definitely known. 
Most of the theories, as those assigning the cause 
to tumors, supernumerary teeth, luetic infection 
and intrauterine injuries, are merely unverified 
beliefs. In almost every case ascribed to matern- 
al emotion a careful history-taking will reveal 
that the mental fright, so vividly recalled by the 
mother, occurred at a period in embryonic life 
later than that at which fusion normally takes 
place. Animal experiments and investigation 
make the theory of improper nutrition during 
the early months of gestation quite easy of be- 
lief. The observation has been made at the Lon- 
don Zoo that, when the pregnant lionesses were 
fed meat containing bones too large to be 
chewed, the cubs had cleft palates but when fed 
meat with small or soft bones their cubs ap- 
peared normal. In the zoological gardens at 
Berlin thirty-two jaguars, born of one mother 
by the same sire within one year, all had cleft 
palates, and all died. The parent animals had been 
fed on cold meat from which the blood had been al- 
lowed to escape. Three years later they were fed 
meat still warm and containing blood and since then 
there were two litters a year, about twenty-five jag- 
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uars, and none of them had a cleft. Petriys 
Olsen, the keeper of the animals, stated that he 
was able to eliminate cleft palate and lip in all 
animals of this family. 

When embryonic fusion fails the resulting 
fissure is widened by pressure of the tongue, 
which at this time of intrauterine life completely 
fills the mouth. Pressure under the chin forcing 
the mandible upward and within the superior 


1. Bilateral complete cleft lip and palate, before and after operation. 


alveolar processes is responsible for further sep- 
aration of the maxillae and the forcing upward of 
the inclined planes of the palate. In congenital 
cleft palate there is no evidence of tissue loss or 
lack of structural development; it is simply a 


2. Complete cleft lip and palate, before and after operation. 


failure of maxillary union and the amount of sep- 
aration at the cleft practically represents the ex- 
cess width of the upper jaw. 

As to the best method of closing the palatal 
breach surgeons are not in accord; some favor 
bridging the gap with soft tissue, either by slid- 
ing muco-periosteal flaps, after Langenbeck, oF 
by turn-over flaps, after Davis-Colley, Ferguson 
and Lane, while others endorse the osteoplastic 
closure championed by Brophy. Basing his 
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method on the fact that there is developed a full 
amount of tissue Brophy argues for the approx- 
imation of the ununited segments of the maxilla 
at an early age so that when the upper teeth are 
erupted they will exactly meet those of the lower 
jaw. In suitable cases it really seems the logical 
operation. The bones while yet soft and flexible 
are brought together by thumb compression and 
transfixed by wires passed from one side to the 


3. Unilateral alveolar and lip cleft, before and after operation. 


other above the horizontal bony plates and 
through perforated lead plates molded to the al- 
veolar arches. In place of silver wire I have 
been using, with increasing satisfaction, phos- 
phor-bronze wire; it has a greater tensile 


4. Complete cleft lip and palate, 26 days after operation, age 
2 9-10 months, 


strengh withstands the necessary amount of 
twisting and, if its temper is properly reduced, 
it is equally as flexible as silver wire. 

The Lane turn-over flap method is suited to 
a nicety in some cases. A large muco-periosteal 
flap hinged at the cleft margin is turned from 
one side and imbricated under the flap of the 
Opposite side, thus covering the cleft with soft 
structure. There is, however, considerable risk 
of flap necrosis when the entire flap is turned at 
one sitting, the resulting operative failure be- 
comes surgically irremediable and then is bene- 
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fited only by artificial appliance. A stage sequence 
is a safer procedure, to turn first the anterior 
portion of the flap and, when assured of its vi- 
ability, to complete the overlapping at a later 
time. Twelve years ago I saw Lane do his oper- 
ation; I am reliably informed that he has since 
adopted the step method and from this it may be 
reasonably inferred that the master technician 
himself has also experienced the disappointments 
many of us have had in following closely his 
original technic. 

The old operation of Langenbeck for closing 
the hard palate yet continues popular with many 
surgeons. Through lateral incisions just within 


the alveolar process muco-periosteal flaps are 


5. Secondary repair of lip cleft, before and after. 


freed from the bone and approximated in the 
middle line. 

In every case of cleft palate the type of oper- 
ation should be carefully chosen. Needless to say 
that it is the first operation that offers the best 
prospect of success and that every additional 
operation means further loss of tissue elasticity. 
Many of the operative failures may be attributed 
to unfavorable conditions and technical difficul- 
ties over which the surgeon has no control but 
bad results may be consistently expected when 
any one method is arbitrarily employed in un- 
suited cases. 

Closure of the soft palate may advantageous- 
ly be deferred as the last operative step, although 
not later than the eighteenth month, because 
best enunciation obtains when this part of the 
operation is done just before the child learns to 
talk. Once the faulty cleft palate speech is ac- 
quired it is never overcome, however perfect the 
belated operation. Functional improvement in 
neglected cases depends on subsequent phonetic 
education and training. 
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Early closure of the cleft lip is strongly ad- 
vocated. The constant gentle pressure of the 
repaired lip upon the underlying bones unques- 
tionably furthers their better alignment. No 
operator experienced in this sort of work is ma- 
terially hampered by it in subsequent work on the 
palate; at any rate, the advantage of an early 
closure outweighs the additional working space 
an unclosed lip may afford. 

The hare-lip operation should not be regard- 
ed as a trivial procedure, for an imperfect oper- 
ative result remains to the final day conspicuous- 
ly evident to mar a life’s happizess and probably 
a career. Cosmetic success is largely determined 
by the operator’s artistry in restoring the sym- 
metry of nostril and vermilion border, in fash- 
ioning a full and pliable lip, and in minimizing 
the visible scar. To this end is advised the free 
separation of the lip from bony attachment, sim- 
plicity of incisions, economical paring of flaps, 
the plan to cut and fit as you go, and the careful 
placement without tension of the sutures. 


SILK LIGAMENT IN HABITUAL DISLOCA- 
TION OR SLIPPING OF THE 
PATELLA 
James C. Witson, M.D., 

Hartrorp, Conn. 

Among the conditions we are called upon to 
treat, few are more annoying to the patient than 
habitual dislocation of the patella. True, the 
condition seldom occurs when the patient is on a 
stairway or in other situations where a severe 
fall is the result, for in these positions the knee 
is usually bent a little forward and the patella 
held more or less firmly in its bed, but in walk- 
ing on the level or down hill, the knee is often 
bent slightly backward and the patella is easily 
lifted from its bed to be drawn into the direct 
line of pull from the quadriceps to the tubercle 
of the tibia. If this patient has a knock-knee, or 
the tubercle of the tibia is placed to the outer side of 
its normal position, there will be a marked angle 
in the line of pull with the patella at its apex, 
and the tendency will be to obliterate this angle 
and draw the patella into the direct line from the 
quadriceps to the tibial tubercle. This force ne- 
cessarily dislocates the patella, and, if great 
enough, results in a complete dislocation and 
complete disability. These patients seldom dare 
to use the limb for normal efforts and in severe 
cases are entirely unable to do so. 

Apparatus of one kind or another has been of 
very doubtful value and operation is the only cure. 

Osteotomy for correction of the knock-knee is 
rather severe unless there are other evidences of knee 
strain to justify it or in cases of well-marked de- 
formity in the young. 


WILSON—DISLOCATION OF PATELLA June, 1925, 


The other operations have nearly all had for their 
object the placing of a stay on the inner side of the 


. patella to prevent the patella being carried outward, 


but in many of these operations the result has rot 
been entirely satisfactory after a few years as the 
tissue used for the stay may itself become stretched 
and allow a relapse. 

The operation of transplanting a part of the patel- 
lar ligament, after the method of Goldthwait, has 
given better results for the obvious reason that the 
angle in the line of pull has been obliterated a:d 
even though the patella may be lifted from its bed, 
it is not drawn to one side and therefore, returns 
to its bed when the knee is again straightened from 
its backward position. Krogius accomplishes prac- 


Fig. 1. Showing position of patella in back knee, with tendency 
to lift from its bed when strain is pas: from femur to tibial 
tubercle, and to allow patella to be pulled out of position. 
tically the same thing by the bringing around of the 
tendon of the semimembranosus or .gracilis. 

More recently the work of Gallie in fastening the 
patella to the internal condyle by means of a roll of 
fascia passed through tunnels in the patella and in- 
ternal condyles offers a method of great value al- 
though the fascia then used takes up only the lateral 
stress instead of lateral and longitudinal. Albee’s 
operation of raising the outer edge of the articular 
surface by means of a bone wedge is a departure 
from these methods in that he raises the point over 
which the patella must pass to dislocate and it is 
therefore more difficult to pull the patella from its 
normal bed. 

Twelve years ago, with the idea of obliterating 
the angle of pull, I first used a silk ligament. In- 
cision is made over the proximal end of the patellar 
ligament and another over the insertion of the sat- 
torius at the inner side of the tibia. A double strand 
of No. 14 black silk is carried through the terdon 
of the sartorius close to its attachment to the bone 
or may be carried through a drill hole in the bone 
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in this location. The silk is then carried through a 
tunnel under the skin to the patellar ligament at its 
attachment to the patella, passed through it and back 
as a mattress suture and again passed through the 
tunrel to the insertion of the sartorius where it is 
firmly tied. This makes four strands of No. 14 silk 
to form the basis of a new ligament. 

It seems to make no difference whether the silk is 
fastened to the bone or the tendon as either holds 
satisfactorily. Tension should be put on the silk 
sufficient to displace the patella very slightly to the 
inner side of its bed. It will be seen that the pull 
from the quadriceps will thus be equalized on the 
inner and outer ligaments and the direct line of pull 
from the quadriceps will pass through the patella in 
a straight line to bisect the angle formed by the new 


Fig. 2. Showing relation to the rest of knee of patella that tends 
to dislocation. 

ADE, line of pull in undislocated patella. 

AE, line to which pull tends to bring patella. 

AB, line of pull which must be established and maintained. 

FC, silk ligament from upper end of patellar ligament to in- 
sertion of sartorius with sufficient strain on it to bring direct line 
of pull through patella to split angle in ligaments. 


and the old ligaments. In eleven cases thus oper- 
ated upon, I have seen no failures and have had no 
trouble from the silk. The silk was boiled for thirty 
minutes the day before the operation and boiled with 
the instruments on the day of operation. I was able 
to observe five cases for several years and the re- 
maining six cases to the present time, and in no case 
was there any return of patella difficulty. 

CASE I and II. One patient, both knees; female, age 
14. Double habitual dislocation of patella. Patient was 
unable to take any strenuous exercise, as running or skat- 
ing, and would often dislocate patella when standing still. 
Operation in 1912. Walking three weeks after operation; 

ting six months later. Has never had any further 
trouble, 

CASE III. Female, age 16, had dislocation of patella 
several years before I saw her. This had recurred with 
mcreasing frequency until she was unable to depend on knee 
under any circumstances. Patient could easily reduce dis- 
location but knee would swell and be painful for several 
days. Operation in 1912. Walked in three weeks and has 


since had a perfectly normal knee. : 
CASE IV. Female, age 62. Marked bow-leg since 
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childhood with recurring dislocation of the patella. About 
fifteen years before she came under observation, patella was 
dislocated to inner side and evidently was not reduced as 
patient then found it necessary to wear a brace in order 
to walk. Brace weighed fourteen pounds and patient re- 
quested that a lighter one be made. Operation advised and 
performed 1913, silk being carried to head of fibula. Pa- 
tient walked in four weeks and since then has not worn 
brace, getting about to do all her own housework. Patella 
has given no trouble since, although knee strain from 
marked bow-leg causes some trouble at times. 

CASE V. Female, age 50, had occasional dislocation of 
left patella since childhood. During the previous two years 
disability has been much more frequent, and at time of first 
observation patient did not venture to go out on_ street 
alone or to go anywhere where there might be crowding. 
Marked inability to walk down hill. Operation 1920; walked 
in four weeks; able to get about, up and down hill, etc., in 
three months; and has since had no trouble with the knee. 

Case VI. Female, age 42, slipped while at work, dis- 
locating right patella. This had happened nine times since 
patient can remember, the last previous dislocation being 
one year ago. Disabled for several weeks after each acci- 
dent. Operation six months ago. At the end of the third 
week patient was shopping on crutches when one crutch 
slipped letting her fall. Patient stated that she felt the 
patella start out but stop and there was no dislocation and 
there has been no untoward result. New silk ligament at 
this time is holding perfectly. 

In this operation we have a method of stabilizing 
the habitually dislocated patella that is simple, easy 
to perform, and above all, effective. We have to de- 
pend only on the skin healing and, once in, the new 


line of pull is assured. 


REFLEX CALCULOUS ANURIA 
RatpH L. DouRMASHKIN, M.D., 
New York 

True reflex inhibition of one kidney, supposedly 
normal, due to blockage of its mate (contralateral 
anuria) is a rare clinical phenomenon. Frank’ re- 
ported five cases of anuria due to unilateral calculous 
obstruction of which two were undoubtedly assoc.- 
ated with the reflex inhibition of the opposite kidney. 
Authentic cases were also reported by Utterson’, 
McCarthy* (two cases) and Melen*. The rarity of 
this condition may be surmised from the fact that 
of one hundred and eighty-nine cases of obstructive 
anuria collected by Watson® only four were attrib- 
uted to the reno-renal reflex. More recently, Caulk® 
sent out questionnaires to the members of the Amer- 
ican Urological Association and in this way collected 
ninety-four cases of post-renal anuria of which four 
were due to reflex inhibition of the sound kidney. 
In discussing his paper similar cases were cited by 
Lerman, Aschner (two cases) and Wyman. 

The reno-renal reflex has been the subject of con- 
siderable discussion and its existence has been doubt- 
ed by a number of observers, who maintain that in 
a sound kidney such a reflex cannot occur. On the 
other hand a number of equally competent observ- 
ers are of the opinion that this reflex influence does 
take place. Cabot’ is very emphatic in his assertion 
that contralateral anuria is a well-known scientific 

* fact. The temporary cessation of urinary flow from 
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one kidney as the result of catheterization of its 
mate is a matter of common experience. The purely 
clinical evidences in support of reno-renal reflex seem 
to be of such convincing nature, that one would be in- 
clined to accept the existence of such a condition, 
but perhaps the best argument in favor of reno- 
renal reflex is the classical case reported by Elliot®. 
His patient had hypernephroma of one kidney. 
Bleeding occurred from this kidney and as result 
of obstruction the patient developed anuria and died. 
At necropsy the opposite kidney was found normal. 
The term reno-renal reflex is applied to symptoms 
other than anuria, and Haines and Taylor® collected 
about ten cases of reflex pain referred to the healthy 
kidney, in which complete cystoscopic and roentgen 
ray studies were made and the diagnosis of lesion in 
the opposite kidney was confirmed by operation. 
The theory advanced by Frank to explain the 
mechanism of a reno-renal reflex seems to be the 
must acceptable. This in reality is the congestive 
reflex, mentioned by Israel as far back as 1888. 
Frank bases his theory on the experimental work by 
which he showed that ligation of one kidney is fol- 
lowed by diminished output in the other, due to 
altered circulation. When one kidney ceases to func- 
tion, there is a compensatory arterial congestion of 
the other, and the volume of the arterial blood may 
be so overwhelmingly great that its return by the 
venous system may be impeded. Complete interrup- 


tion of the venous escape produces a stoppage of 
urinary secretion. Goetzel’® was able to produce an- 
uria experimentally in three out of twelve by clamp- 
ing the ureter on one side, although Caulk in one 
hundred similar experiments was unable to cause 


a prolonged suppression. He produced, however, a 
temporary cessation of renal function. 

In order to understand the sequence of events, it 
must be remembered that a kidney completely 
blocked by some mechanical obstruction in the ure- 
ter, will cease excreting urine after a few hours, so 
that in addition to the retention of urine above the 
site oi obstruction, true suppression occurs. If the 
reflex phenomenon should occur and the functional 
activity of the other kidney becomes suppressed, 
complete anuria will result. 

Anuria, whether due to reflex or bilateral ob- 
struction, or unilateral blockage with an absent or 
diseased kidney on the other side is an extremely 
serious clinical condition and one that calls for 
prompt and energetic action. The mortality was 
very high in the pre-cystoscopic era. According to 
Leguen'! 71.5% patients died when treated pallia- 
tively, and according to Morris’? 49.5% died when 
treated surgically, which was a much less mortality. 
With the advent of cystoscopy and double ureteral 
catheterization, the mortality has been reduced to a 
surprisingly low degree. Kreps'* in 1903 was prob- 


ably the first to relieve anuria by ureteral catheteri-: 
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zation. Caulk cites six cases of anuria due either 
to bilateral obstruction or unilateral obstruction with 
an absent or disease of the mate, in all of which he 
has been able to unblock the kidney by ureteral ca- 
theterization, thus saving the lives of his patients, 
Frank in one of his cases of reflex anuria due to an 
impacted ureteral stone on one side, unblocked the 
kidney by passing a catheter beyond the obstruction, 
thus restoring the function of the other kidney. His 
case is the only other analogous to the one cited here 
that I was able to find in the literature. In all other 
reported cases of reflex anuria, ureteral catheteriza- 
tion was either not resorted to, or failed to accom- 
plish the desired end, and most of the patients were 
operated upon. McCarthy, Killian and Chace’ re- 
ported a remarkable case in which relief ‘of anuria 
immediately followed forced administration of 
fluids by the introduction of a duodenal tube. In 
their case the patient had an impacted ureteral cal- 
culus on one side which could not be dislodged by 
ureteral catheter, and reflex anuria on the other. 

Surgical intervest.on (ureterotomy, pyelotomy 
and nephrotomy) should be immediately resorted to 
in the event that ureteral catheterization fails to re- 
lieve the anuria, and the importance of quick de- 
cision and speed cannot be too strongly emphasized. 
Cases have been reported where patients would go 
on for many days without voiding a drop of urine 
and yet their general condition remained apparently 
good, thus lulling the surgeon into a false sense of 
security. It is in such cases that rapidly fatal re- 
sults may be the outcome, if one temporizes too 
much, and the catastrophe usually takes place when 
it is least expected. 


CASE 1.* Impacted stone in left ureter completely block- 
ing the kidney. Reflex anuria of the opposite kidney. Re- 
covery through ureteral catheterization. 

H. S., 32, married, salesman, was referred to me by vr. 
M. Weitzen, April 25, 1924. ; 

Previous history: Had frequent attacks of artl:ritis for 
the preceding eight years, the last one occurring five weeks 
previously. Appendicectomy May, 1923. About six years 
and again two years previously he passed some gravel. Fol- 
lowing the appendicectomy he was seized with agonizing left 
renal colic and passed a stone the size of a grape seed. Two 
months ago he had a similar attack and passed a stone the 
size of a lemon seed. 

Present illness: Three days ago patient was suddenly 
seized with agonizing pain in the left costo-vertebral angle, 
accompanied by much vomiting, and general prostration. 
The pain remained localized in the left kidney region until 
the following afternoon, when he passed one ounce of urine. 
Since then patient was unable to void, and on repeated Ca- 
theterizations by Dr. Weitzen, no urine was obtained from 
the bladder. The patient complained of a urinous smell m 
his breath, felt drowsy, and was indisposed. 

Physical examination: The patient’s appearance was that 
of a man of fifty. He was somewhat stuporous. Blood 
pressure, 170-115. Chest negative. There was much ten- 
derness in the left renal region but neither of the ki:lneys 
could be palpated. The x-ray examination (with and with- 
out opaque catheter in both ureters) showed that both kid- 
neys were considerably enlarged in width; there were n0 
shadows indicative of stone anywhere in the urinary tract. 


*This case was presented before the Yorkville Medical Society, 
May 19, 1924. 
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A cystoscope was introduced without difficulty, and an empty 
bladder was found. The trigone was much congested. Both 
ureteral orifices were small and normal in appearance. An 
olive-tip catheter (No. 6 Charriére) was passed to the right 
kidney without any obstruction, but no urine was obiained. 
The patency of the catheter was established by washing it 
out. Another olive-tip catheter of the same size was pa:sel 
into the left ureter and at 20 cm. above the bladder there 
was encountered a definite obstruction which was overcome 
after considerable manipulation, and the catheter went way 
up. The moment the obstruction was overcome urine 
escaped in a continuous stream through the catheter, and 55 
cc. were collected within two to three minutes. The urine 
thus obtained showed the following: Hazy, pale, a trace 
of albumin, specific gravity of 1,012, no sugar, urea 0.04%, 
an occasional hyaline cast, 10 to 15 pus cells to a field, and 
a few erythrocytes. The catheter was left in the leit ureter 
for six hours, during which thirty-two ounces were drained 
from the left kidney. The phenolsulphonephthalein output 
from this kidney for these six hours was less than 1%. 

For thirty minutes after the cystoscopy not a drop of 
urine went through the right ureteral catheter. Suddenly, 
however, the urine began to trickle through this catheter, 
slowly at first, then more rapidly, and at the end of five 
and a half hours fully ten ounces were obtained from the 
right kidney. This urine was pale; contained a trace of 
albumin; no sugar; had a urea concentration of 0.6%, and 
on microscopic examination an occasional leucocyte and a 
erythrocyte were found. The phenolsulphoneplithalein out- 
put for the five hours was 3%. 

While the catheters were draining the kidneys, the pa- 
tient was decidedly brighter. The tenderness and pain in 
the back were gone. The catheters were removed and the 
patient was sent home apparently fully recovered from 
threatened uremia. He was seen again four days later. 
He stated that he was attending to his business, voided free- 
ly, and was free from any symptoms. The blood pressure 
dropped to 124-92 and remained normal. The plienolsul- 
phonephthalein output for two hours was 24%. Heard 
from again in a year, he had no complaints. 


It was evident that in this case the right kidney, 
although not obstructed, excreted no urine and it was 
not until the drainage of the left kidney was fully re- 
established, that the right kidney began to function- 
ate. I feel that the only plausible explanation of 
this phenome~on lies in the reno-renal reflex. That 
the right renal catheter did not slip down (as oc- 
casionally happens) and was draining the urine ac- 
cumulated in the bladder as result of leakage from 
the left kidney (alongside the catheter) was dem- 
onstrated beyond any doubt by a roentgenogram 
which showed the tips of the opaque catheters in the 
pelves of both kidneys. Whether the obstruction in 
the left ureter was due to an impacted uric acid cal- 
culus, which did not throw any shadows on the x-ray 
film, or to a collection of gravel I could not ascer- 
tain. Following the cystoscopy the patient passed 
enormous quantities of urine and he was unable to 
watch his urine closely for calculi, which must have 
been small as on previous occasions. It is to be 
regretted that the blood chemistry was not deter- 
mined before ureteral catheterization. 

The second case was not that of anuria but I am 
citing it because the clinical problem presented was 
very similar to that in case I; also because of the 
significant blood chemistry findings. It is true that 
in this case the patient was voiding, but whatever 
urine he was able to pass came from the kidney, the 
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functional activity of which was almost nil, so that 
for practical purposes the patient could be consid- 
ered anuric. 


1 


CASE II. Impacted stone in the left ureter completely 
blociing the kidney. Old calculous pyonephrosis of the 
opposite kidney. Impending uremia and_ recovery through 
ureterolithotomy. 

S. N., 47, married, salesman. Previous history: Oper- 
ated upon in 1911 for stone in the bladder, and again in 
1913 for a large stone in the right kidney. He was well 
for about four years following the operation, when he began 
to complain again of frequent attacks of pain in the right 
renal region. On December 4, 1923, suddenly seized with 
agonizing pain in the left costo-vertebral angle accompanied 
by vomiting. The attacks were repeated almost daily for six 
days, and between them there was a constant sensation of 
dull ache in the left kidney region. His general condition, 
however, was fair. 

Physical examination on December 10th: Poorly nour- 
ished, and somewhat anemic; tongue heavily coated; blood 
pressure was 168-110; heart and lungs negative; both kid- 
neys palpable and a definite tenderness in the left kidney 
region. Urine pale, cloudy, acid, specific gravity of 1,014, 
heavy trace of albumin, no sugar. The uncentrifugalized 
specimen was laden with pus cells in thick clumps, and con- 
tained a few erythrocytes. Roentgen-ray examination 
showed that both kidneys were much enlarged and that the 
left kidney’ was much larger than the right. Scattered 
throughout the pelvis of the right kidney were large clusters 
of shadows, apparently of calculi. In the course of the 
upper third of the left ureter a small irregular shadow was 
noted, measuring five millimeters in diameter. The sub- 
sequent roentgenogram with the opaque catheter revealed 
that this shadow was in close contact with that of the tip 
of fhe catheter, 

On cystoscopy purulent urine was seen to escape from the 
right ureter into a normal looking bladder. An olive-tip 
catheter was passed to the right kidney without any ob- 
struction obtaining purulent urine which contained 0.005% 
urea. A small olive-tip catheter (No. 5 Charriére) was 
passed to the left kidney and met an insurmountable ob- 
struction at 23 cm. above the bladder. No urine was ob- 
tained from the catheter. Numerous attempts to pass the 
obstruction with various sized catheters and even with fili- 
form bougies failed. Phenolsulphonephthalein injected in- 
travenously appeared at the end of twenty minutes in the 
urine obtained from the right kidney, but the concentration 
of the dye was so faint that it could not be estimated quan- 
titatively. 

Deceived by the general well-being of the patient, and 
because the impacted stone was so small, I decided to wait, 
hoping that I might still be able to unblock the left kidney 
by ureteral catheter. I instructed the patient to report for 
another cystoscopic treatment two days later, but it was not 
until December 23rd (13 days later) that I saw him again. 
He had had several severe attacks of pain in the left kid- 
ney region and this time complained of constant nausea, 
vomiting, fainting spells and pain in the epigastrium. He 
looked drowsy and his tongue was coated and dry. On pass- 
ing a catheter into the left ureter an insurmountable ob- 
struction was again encountered in the same place. Indigo- 
carmine was injected intravenously, and appeared at the 
end of twenty-five minutes in the right ureter as a very faint 
streak. None appeared from the left side. The subsequent 
two-hour phenolsulphonephthalein test on the bladder urine 
showed that only 2% of the dye was eliminated. The blood 
chemistry was as follows: 


Urea nitrogen 
Non-protein nitrogen 
Uric acid 
Creatinine 

Glucose 


It was evident that the patient was going into a state of 
uremia. Operation was advised, and ureterotomy was per- 
formed on the following day under nitrous oxide-oxygen 


mgs. per 100 c.c. blood 
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anesthesia. A small, soft, impacted calculus was removed 
from the upper part of the left ureter, and the kidney was 
decapsulated. The patient developed a post-operative pneu- 
monia, but eventually recovered. The blood chemistry fol- 
lowing the operation was normal, (urea nitrogen, 19.5; cre- 
atin, 1.00) and the phenolsulphonephthalein elimination rose 
to 50% for two hours. 

I wish to emphasize again the inadvisability of 
temporizing with this type of case, once the ureteral 
catheterization has failed to unblock the obstructed 
kidney. The apparent well-being of the patient is 
a factor that may easily influence one to wait, and 
herein lies the g-eatest danger. Delay in operating 
lessens the patient’s chance of recovery, and in this 
particular case the patient was saved from going into 
uremia and certain death just in the nick of time. 
Blood chemistry findings should be studied early, as 
they are more satisfactory criteria of the true under- 
lying condition, from both the diagnostic and prog- 
nostic standpoints, than a mere clinical survey of 
the patient. 

307 East 17TH STREET. 
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BLADDER CANCER. 


Radium appears to act as an intense selective de- 
stroyer of cancer cells that lie in its. immediate neigh- 
borhood. If it fails to kill the cells that lie deeper it 
may even stimulate them into more active growth. 
It may cause a malignant ulcer of the bladder to 
sk:n over for a time and so may cure a cystitis and 
stop hemorrhage, and in this respect the results of 


radium treatment are apt to be deceptive. In some 
ca‘es radium is said to render an inoperable case 
operable. Nevertheless, I feel that we are still a 
long way from the time when radiant energy as ap- 
plied by means of radium or the Rontgen rays will 
hold out a better hope of permanent cure than a well- 
designed operation—Franxk Kipp in The Lancet. 
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ACUTE FOCAL SUPPURATIVE NEPHRITIS 
REPORT OF A CASE* 
Max Go.tpman, M.D. 
Kansas City, Mo. 
Synonyms : 

Acute fulminating pyonephrosis. 

Multiple metastatic emboli of the kidney 

Unilateral septic nephritis 

Acute multilocular pyonephrosis or pyelonephritis 

Multiple septic infarcts of the kidney (Brewer) 

This report is to present a clinical picture of a 
renal disease often difficult to recognize, exceedingly 
virulent, very frequently fatal in spite of treatment, 
and exhibiting characteristic pathological changes, 
yet considerably varied according to the stage of the 
progressive destruction attacking the kidney. 

The entity of this disease has been conclusively 
demonstrated by a number of observers, though 
perhaps more conspicuously by G. E. Brewer (Swr- 
gery, Gynecology and Obstetrics, 1906, 2, 485,) and 
Howard Kelly’s (treatise on the Kidneys, Bladder 
and Ureters, Vol. II, p. 216). In Cabot’s System of 
Urology, (2nd ed., Vol II, p. 477), E. L. Keyes, 
also describes the etiology, diagnosis, clinical course 
and treatment of this overwhelming renal disease. 

It is of great importance to bear in mind with acute 
abdominal developments, (appendicitis, perforating 
gastric ulcer, acute cholecystitis, acute pancreatitis, 
etc.,) sudden acute focal renal suppuration. 

In a review of 175 cases of pyelonephritis, pub- 
lished by Stirling of Winston-Salem, North Carolina 
(Surgery, Gynecology and Obstetrics, 38, p. 751, De- 
cember, 1923), mention is made of but one case of 
acute fulminating pyonephrosis for which nephrec- 
tomy was required and performed; but the result in 
this case was not given. 

The recognition of acute focal suppurating neph- 
ritis as a distinct clinical entity is made most difficult 
by the fact that pathologically it is perhaps, as Kelly 
says, an early stage of pyonephritis, a term applied 
to inflammatory processes in the kidney parenchyma, 
ranging from congestion of the kidney to violent 
inflammation ; where there is bacterial invasion, small 
abscesses develop in due time, and complete destruc- 
tion of portions of the renal parenchyma may fol- 
low; in some of the pyonephritic abscesses, enorm- 
ous distension occurs; clinically it ranges from a 
simple pyelitis “symptoms group” to that of violent 
septicemia and uremia. ‘The lesions in ‘hematogen- 
ous infections’ of the kidney are in most instances 
not abscesses but infarcts, * * * and in such in- 
stances the constitutional reaction is due to protein 
poisoning and not to infection.” (Arthur E. Hertz- 
ler). 

“Clinically and pathologically renal infections are 
one in essence but protean in manifestations.” (Ed- 
ward L. Keyes, Jr.). 


~*Read before the Staff of the Alfred Benjamin Dispensary. 
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But we are concerned only with the infection as 
described by Brewer,—the acute, severe type, marked 
by high fever (104° F. or over), very rapid pulse, 
reaching 130, marked signs of intoxication, tender- 
ness over the affected kidney, and generally slight 
traces of blood, pus and albumen in the urine. Such 
a condition is the clinical entity known as acute focal 
renal suppuration. 

Brewer regards this condition as unilateral. It is 
a well-established fact that if the kidney is previ- 
ously inflamed or damaged by trauma or retention 
or obstruction, acute infection by pathogenic organ- 
isms produces characteristically the unilateral focal 
suppurative nephritis. On the other hand, “acute 
renal infection, if simply due to overwhelming bacter- 
ial invasion of a kidney previously normal produces 
the characteristic fatal bilateral ‘pyemic kidneys.’ ” 
(Cabot’s Modern Urology, 1918, Vol. 2, p. 442). 


Fic. 1. Surface of large “Brewer kidney”. Numerous white 


infarcts are discernible. (Author’s Case). 


The organisms concerned in the etiology of this 
disease (as well as the others in the group of renal 
infections) are the bacilli coli in as many as ninety 


per cent of cases, and the pyogenic cocci. There are 
also mixed infections, the typhoid bacilli and the 
gonococci. Keyes states that the relative toxicity of 
the bacteria known to the pathogenic and _ their 
clinical significance are not clear: the pyogenic cocci 
are less pertinacious than the bacilli coli, and more 
likely to result in cortical and perinephritic suppura- 
tion. The pyogenic cocci more readily produce pus 
and seem to rank higher in pathogenicity; the colon 
group produce pus less readily and rank lower in 
pathogenicity. 

It might be well to present at this point a classi- 
fication of renal infections, and the one outline by 
Keyes seems to offer the best survey of such infec- 
tions (Tuberculous infections are not included). 

I. Acute suppuration of the kidrey, 

(a) Pyemic kidney ; 
(b) Focal suppurative nephritis. 

{I. Acute pyelitis. 

UI. Chronic pyelonephritis. 

IV. Pyonephrosis. 

V. Infected hydronephrosis, (Pyelectasis.) 
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VI. Perinephritis: 
(a) Fibrolipomatous ; 
(b) Suppurative ; 
1. Peri-nephritic 
2. Para-nephritic. 
VII. Rare inflammatory conditions of the renal 
pelvis : 
(a) Pyelitis granulosa 
(b) Malakoplakia 
(c) Pyelitis cystica 
(d) Leukoplakia 
(e) Incrustation 


Fic. 2. Microscopic section of kidney in acute focal suppurative 


nephritis. Round cell extravasation is shown as well as extensive 
infiltration about the tubules. The tubules are markedly dilated. 
(Photo-micrograph by Richard Sutton, jr.). 

As etiologic factors, one should keep in mind the 
so-called “accessory causes” which might predomin- 
ate over the precise nature of the infecting organ- 
ism; such accessory causes are: (1) retention, ure- 
thral and ureteral; (2) trauma; (3) toxic influences, 
(4) reflex influences. (Keyes). 

Kelly cites as causes contributory to bacterial in- 
vasion in the kidney such agencies as stone, hydro- 
nephrosis, pressure on the ureter, bladder retention, 
and general infection, and local or focal infections 
in other parts of the body. 

It will be seen, therefore, that, as Keyes states, “the 
determining factors in the etiology of acute renal 
suppuration are local conditions of trauma, reten- 
tion, antecedent infection. The acute suppura- 
tion is the lighting up of a chronic pyelonephritis in 
the majority of cases.” 

In the place of a description of focal suppurative 
nephritis, as outlined by Brewer, let us present the 
following history and course of the case reported 
here: 


M. L., age 35, a tailor, previously in fairly good health, 
presented himself on August 28, 1922, complaining of pain 
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in the right loin. There was a sudden onset of pain two 
days previously, very severe and radiating downward and 
forward, lasting some minutes. On August 29, he had an- 
other attack similar to the first. During both attacks he 
was nauseated, but did not vomit. There was tenderness 
in the right loin, but no abdominal distension; temperature 
and pulse normal. Albumin, pus, blood, a few casts and 
bacteria were found in the bladder urine. He was sent 
to the hospital and the following day x-rayed and cysto- 
scoped. 

X-ray report: There was a shadow about the size and 
shape of a navy bean on the right side opposite to and about 
one-half inch from the transverse process of the third 
lumbar vertebra; the lower pole of the kidney was seen 
above this about one inch. 


The diagnosis was ureteral stone on the right side. 
Ureteral catheterization: 


Right Urine 


Color Dark straw 

Appearance Slightly cloudy 

Reaction Acid 

Albumin Trace 

Sugar Negative 

Casts Occasional small 

granular 

Pus cells (3 to 5 per high 

power field) 

Red blood (3 to 10 per high 

cells power field) 


Left Urine 


Reddish 

Very cloudy 
Strongly acid 
Positive 
Negative 
None 


(1 to 2 per high 
power field) 
(100 to 400 per 
high power 

field) 


Occasional None 


Bacteria 
(Colon 
bacilli) 

Special 


Occasional renal 
epithelial cells 


A few granular 
epithelial cells 


Operation was advised but was refused by the patient 
because he was now feeling more comfortable, and the 
usual medicinal treatment was substituted therefor. His 
stay in the hospital was uneventful, except for two very 
mild attacks of renal colic easily controlled by morphine 
and heat. At no time was his temperature above 99°. His 
pulse was slow, ranging from 60 to 76. On September 3, 
he left the hospital, and nothing further was heard from 
- until November 21, 1923, when he again came to the 
office, 

He then complained of pain in the right loin as before, 
but now of a lower grade and more continuous. His tem- 
perature was normal and physical examination was negative 
except tenderness in the right loin. The urine contained 
an abundance .of pus and of albumin, and numerous coarsely 
granular casts; urea, normal. 

He was told to remain quiet and to advise me of any 
change in his condition. He was kept at home under or- 
dinary medicinal treatment. On November 27, a call came 
from his home and he was found alarmingly ill. Two days 
previously he had had a chill with an exacerbation of his 
pain, and the urinary output was decreased in amount to 
about 500 c.c. in twenty-four hours. He was typically sep- 
tic, very restless, temperature 102.8°, pulse 108, respiration 
30; tongue dry and reddened; skin harsh; there was slight 
puffiness about the eyes and mouth; and the eyes were dull. 
There was tenderness in the right loin and a swelling could 
be outlined extending downward from the right costal 
margin. 

He was immediately taken to the hospital, where he was 
given abundance of fluids, calomel, magnesium sulphate, 
magnesium citrate, hot packs, and heroin to control the pain 
and restlessness. 

During the first twenty-four hours, the total measurable 
urinary output was 450 c.c.; the total measurable output 
during his entire stay in the hospital was 1,065 c.c., although 
there were a number of involuntary urinations of small 
amounts. 

The following evening his temperature rose to 103°. On 
November 29, it was again 103°, having previously fallen 
to 100°; he was very restless and his mental condition was 
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poor; white blood count, 13,740 and 24,000. There were 
great abdominal distension and tenderness; ice was applied 
to the abdomen and proctoclysis was instituted as the patient 
was unable to take fluids by mouth. 

Consultation with an internist and a urologist was held. 
The necessity for operative interference was recognized, but 
because of the grave physical condition, it was decided to 
postpone operation until the following day in the hope that 
supportive measures would render his condition more fa- 
vorable as a risk. Early on the morning of November 30, 
the temperature had fallen to 99.4°, the pulse to 90, and the 
respiration to 26; there was less abdominal distension; the 
patient was rational and feeling fairly comfortable but the 
urinary output was markedly diminished. It was then de- 
cided to operate at two in the afternoon. At noon when 
a roentgenogram was made, the patient was again delirious, 
his temperature 102°, pulse 110 and respiration 30. He was 
given a No. 1 H. M. C. (Abbot’s) hypodermatically, and 
under light ether anesthesia nephrectomy was performed. 
His temperature remained about 102°; pulse was very weak 
and rapid; abdominal distension returned and the patient 
was delirious. After six a. m. on December 1, he weak- 
ened rapidly and died at 10:30 a. m. 

Pathological report: Unfortunately autopsy was not per- 
mitted. The kidney removed was found studded everywhere 
with definite abscesses or infarcts. These abscesses are very 
numerous near the cortex, which would indicate the likeli- 
hood of a hemotogenous origin. Microscopically these ab- 
scesses present definite polynuclear round cell invasion with 
completely broken down necrotic centers. 


Brewer says “Microscopically the lesions show 
irregular areas of small cells, occupying the glomer- 
ular capsules, and tubular spaces from which the re- 
nal epithelium has desquamated, and to a less extent 
the contiguous stoma. The renal epithelium at 
large is acutely degenerated.” 

There is intense congestion of the kidney paren- 
chyma in general; the lesions are wedge-shaped, and 
in the pyramidal areas of the more acute infections 
the parenchyma is destroyed by round cell infiltra- 
tion and necrosis follows. At the end of the suppur- 
ating lesions the extension of the round cell infiltra- 
tion between the tubules is very plainly visible. 

At a more advanced stage these pyramids of sup- 
puration break down and form ovoidal abscesses, 
and these in turn may coalesce or rupture either into 
the pelvis of the kidney or into the perinephric tis- 
sue, which latter is densely adherent, sclerotic, or 
suppurating. The pelvis is inflamed. The opposite 
kidney is usually the seat of mild chronic pyelone- 
phritis. (Keyes). 

According to Keyes, there is no suppurative neph- 
ritis without pyelitis, and no pyelitis without neph- 
ritis. 

The disease may be unilateral or bilateral ; the kid- 
ney is usually enlarged, the one reported measuring 
13 cm. in length by 7% cm. in width by 7 cm. 
in thickness; the normal average is 1134 c.m. 
length by 6 c.m. in width by 3 1-2 c.m. in thickness. 
The average normal weight is 130 grams or 4 I-2 
ounces. The weight of the kidney removed in this 
case was 330 grams. 

On section are seen irregular distributed patches 
projecting distinctly underneath the capsule and 
often dotted by pale areas of suppuration; these i 
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regular areas are found to be the bases of pyra- 
midal patches of intense corgestive suppuration and 
necrosis, which have their apices at or near the 
pelvis of the kidney. 

While it is the general opinion that the clinical 
picture of the various lesions in renal infections is 
confusing and confused because of a lack of cor- 
respondence between lesio:s and symptoms on the 
one hand, and the complexity of the lesions them- 
selves on the other, yet it is remarkable how the 
clinical picture of the case related harmonizes with 
the overwhelming lesion in the kidney. Every symp- 
tom of the classical, acute, focal, suppurative nephri- 
tis was present, particularly the following: Bac- 
teriuria and pyuria; albumin and casts; blood; pain 


Fic. 3. Cross sections of a kidney in acute focal suppurative 
nephritis. Observe the extensive involvement and the numerous 
small abscesses (A) scattered throughout the cortical substance and 
pyramids. (Author’s Case). 


and sensitiveness in the loin; frequent and painful 
urination ; toxic symptoms and signs; cerebral symp- 
toms and signs, suggesting and forming part of the 
picture of an intense and grave toxemia; septic 
symptoms, such as high temperature, dry tongue, 
Sweats. 

Although there is a division of these cases into 
mild, severe and fulminating, it is the last type which 
I desire to emphasize, and which when recognized 
or reasonably suspected calls for immediate nephrec- 
tomy to save life. 

The fulminating case has repeated chills and ex- 
tremely high temperature; sometimes there are very 
few or no symptoms suggesting the location of the 
infection, and the local pain may be slight or absent. 
There is often a resemblance to acute appendicitis, 
cholecystitis, or some other intra-abdominal or intra- 
Peritoncal inflammation. The urinalysis is often 
negative ; pus may or may not be present. There is 
usually albumin and blood. If tenderness in the loin 
can be elicited, it constitutes a most important sign, 
and when it is possible to perform ureteral catheter- 
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ization it should always be done, though there may 
be observed marked inhibition or even suppression 
of function of the kidneys. 

The diagnosis, then, is often most difficult. Kelly 
calls ‘attention to the great difficulty in those cases 
associated with severe septicemia due to the infec- 
tions elsewhere: for there may be no renal or vesical 
symptoms and the urine may be normal : and with this 
in mind, it can be readily seen how very suggestive 
‘mall amounts of blood, pus and casts in the urine 
become. Then again there is the enormous difficulty 


Fic. 4. Sketch of theoretical block from capsule to pelvis of a 
Brewer’s kidney, showing surface of kidney, displaying septic nod- 
ules (A) and hemorrhagic regions (B) beneath which are septic 
infarcts (C) and surrounding hemorrhagic zones (D) respectively. 
The septic wedges extend throigh the cortex (E) and medulla (F) 
ee of necrotic and purulent material (G) via pelvic calices 
(A). he capsule and the pelvic epithelial lining are swollen. The 
priv fat (1) is of normal quantity. (Sketched by C. J. Coons, 


of determining whether one or both kidneys are in- 
volved, especially in the cases where uremia or cere- 
bral symptoms are marked. A very sudden onset, ac- 
companied by violent toxic symptoms, pus in the 
urine, and obscure fever should always arouse sus- 
picion. A tap on the loin often makes the diagnosis ; 
this is true even in the absence of pyuria. 

With the diagnosis established, the treatment 
would be easy—immediate nephrectomy, after ex- 
ploratory nephrotomy. This is especially true in 
severe cases, as the one above, with high tempera- 
ture and marked toxemia, The milder cases, or those 
that show a tendency to recrudesce or recede, might 
do well with medicinal measures. However, in con- 
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sidering the treatment of the graver renal suppura- 
tions, many factors must be borne in mind, and nu- 
merous questions must be settled. Some of the ques- 
tions to be answered are, -in the words of Howard 
Kelly: “Is the infection one-sided or bilateral; is 
the total renal capacity sufficient ; is the diseased side 
still capable of function, and is the disease primary 
or essentially renal; finally, is the case one of acute 
focal renal suppuration, or is it an old pyelonephri- 
tis, or pyelonephrosis ?” 

A good rule might be to restrict surgical treatment 
to the severest types of infection and to operate at 
once if the attack is sufficiently acute. “If the temp- 
erature goes to 105° and stays there, or if there are 
repeated chills, do a prompt nephrectomy.” (Keyes). 
However, only the most desperate straits justify ne- 
phrectomy, for the opposite kidney may be the sub- 
ject of chroric infection and subject to an acute at- 
tack of renal suppuration. 

Fi ally, by means of concentrated attention to the 
remote causes, particularly distal focal infections 
such as infected teeth, diseased tonsils, and other 
similar sources of bacterial invasion, and by relieving 
retention or obstruction by means of ureteral cathe- 
terization and drainage in cases where stricture, 
stone, or mechanical defects are found to be present, 
and renal lavage where a low grade of chronic pye- 
litis is known to exist, much may be accomplished 
in the way of ‘prophylaxis; but when a fulminating 
attack takes place, the occasion calls for prompt, de- 
cisive surgical i tervention to save life. 


FUNCTIONAL KipNrEy TEsts IN PRosTATIC 
STRUCTION. 


Functional kidney tests have, in my opinion, no 
value in deciding whether or not these patients may 
be safely submitted to an operation. Why waste 
time and energy deciding a question with the answer 
already before us? The fact that the patient is 
alive and in such a physical condition that we would 
consider operation, is positive proof that the func- 
tion of his kidney is sufficient to support his life. 
Functional tests are of the greatest value in cases of 
surgical kidney, and should be reserved for them. 
Prostatic patients all have residual urine in the blad- 
der, and back-pressure in the pelvis of the kidney. 
The question to be answered is, Will the kidneys of 
this patient continue to support life after the residual 
urine in the bladder and back-pressure in, the pelvis 
of the kidney have been removed? The answer to 
this question is best obtained by the judicious use of 
a catheter.—FRANKLIN R. Wricut in The Journal- 
Lancet. 
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THE TREATMENT OF URETHRAL 
STRICTURE 
ABRAHAM Hyman, M.D., F.A.C.S., 
New York City 


(From the Surgical Service of Dr. Edwin Beer, Mount 
Sinai Hospital.) 


The object of this communication is not to call at- 
tention to any new measures in the treatment of ure- 
thral stricture, but to present our methods and the 
results obtained in a fairly large number of cases, 
In general, these remarks do not apply to traumatic 
strictures, to strictures in the anterior urethra, or to 
strictures complicated by urinary extravastion, al- 
though about a half dozen cases of the latter type are 
included. 

The series comprises one hurdred and eighteen 
cases of urethral stricture, the greater number being 
of the type known as filiform, situated for the most 
part in the bulbo-membranous urethra. Of this 
group, ten had had previous perineal urethral opera- 
tions in other institutions. Some of the operations 
were plastics, others external urethrotomies with 
drainage. We are of the opinion that for the un- 
complicated case of urethral stricture, operation is 
seldom required. Good results can usually be ob- 
tained by non-operative therapy. As proof of this 
assertion, there were but ten urethral operations per- 
formed in the one hundred and eighteen cases. Where 
operative measures are indicated, suprapubic pro- 


cedures, as will be pointed out, often serve the pur- 
pose better than perineal operations. 
MetHops EMPLoyeED IN 118 CASES 
. Dilatation with filiforms and Philips bougies 91 
. Suprapubic puncture followed by urethral in- 
strumentation 6 


. Suprapubic cystotomy. Button-hole drain- 
age, followed later by Philips bougies or 
catheters 

. Suprapubic cystotomy. 
tion 

5. External urethrotomy 
6. Internal urethrotomy 
7. Urethral plastics 2 

In a series of 118 cases, then, 98 were treated by 

non-operative measures. The majority of cases in 
which it was possible to introduce filiforms followed 
by Philips’ catheters or bougies were quickly dilated. 
often up to 18 or 20 F., within a week. As a rule, 
the patients were not discharged from the hospital 
until the stricture had been dilated to 22-24°F., when 
they were referred to the out-patient departmert for 
further treatment. The unsuccessful results were 
encountered in the very dense, traumatic strictures, 
and where perineal operations had been performed 
previously. 

We will, perhaps, be criticized by the firm adher- 

ents of operation for our conservative methods. In 

many clinics the tendeney nowadays is to operate 
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immediately for stricture complicated by retention 
of urine. As a result, patients are often subjected 
to prolonged, difficult urethral operations, especially 
in those cases where guides cannot be: introduced. 
The only rational type of operation for urethral 
stricture is an urethral plastic, resecting the 
strictured area, and uniting the severed ends of the 
divided urethra. This type of operation gives the 
best functional result with the least likelihood of 
recontraction. As a primary operation, however, 
in acute retention with an inflamed, edematous ure- 
thra, such a procedure should not be considered. This 
operation should be performed only when local con- 
ditions in the urethra are at their best, and when 
tests indicate that the often impaired kidney function 
has been restored to normal. : 

External urethrotomy is an operation we have 
avoided whenever possible. In the majority of in- 
stances more conservative measures give better re- 
sults. An external urethrotomy adds trauma 
to an already injured urethra; every incision 
into the urethra means additional scar tissue 
formation. Post-operative treatment with bougies 
or sounds is required just as in the non-operated 
cases. Since the results obtained by conservative 
methods are equally as good as those following op- 
eration the latter procedure is certainly contraindi- 
cated. 

The methods employed in the treatment of ure- 
thral stricture will now be considered in detail : 

1. Dilatation with Philips filiforms and catheters. 

Many of the patients applying for relief have al- 
ready been traumatized by ineffectual attempts to 
pass instruments. Further instrumentation should 
therefore be avoided for 6 to 12 hours, in the mean- 
while administering hot sitz baths and opiates. If 
there is complete retention and relief is urgent, at- 
tempts to pass filiforms should be carried out as 
follows : 

1. Anesthetise urethra with 2% novocain. 

2. Distend urethra with sterile albolene. This 
helps to iron out all urethral folds on which 
filiforms are likely to impinge. 

. Introduce 4 to 6 Philips filiforms and manipu- 
late until one passes the stricture, this may re- 
quire considerable time and patience but by 
this method most strictures can be passed. 

. When a filiform is in place, half the battle is 
won. A bougie or, preferably, Philips catheter 
is screwed on and passed into the bladder. 
Every 24 to 48 hours a larger size catheter can 
be inserted, using the filiform as a guide with- 
out removing it from the urethra. If the stric- 
ture is so tight as to permit the passage of only 
a filiform it should be strapped in place for 1 
to 2 days, after which it will be found easier 
to introduce a catheter or bougie screwed on to 

‘the filiform. 
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The average stricture, by this method can be 
dilated up to 20 to 24 F. within a week, after which 
ambulant treatment is carried on. 

Should the above outlined method prove unsuc- 
cessful for one reason or another, the following pro- 
cedures are to be carried out: 

II. Suprapubic puncture with Potain suction ap- 
paratus. The distended bladder is aspirated supra- 
pubically by means of a Potain suction apparatus. 
Some cases have been aspirated 3 to 5 times. This 
allows the edema to subside, so that filiforms may 
be tried again at the end of two to three days. The 
procedure gives the traumatized urethra a rest, and 
danger of contaminating the peritoneal cavity dur- 
ing puncture is very slight. 

III. Suprapubic button-hole drainage, with or 
without retrograde catheterization. Under local an- 
esthesia, the bladder is exposed suprapubically by a 
small incision and a large trocar and cannula are 
inserted. The trocar is removed and a catheter is 
introduced through the cannula into the bladder. 
This is a simple procedure and takes but a few mo- 
ments, and cannot be compared with the difficulties 
encountered in attempting an external urethrotomy 
without a guide. The catheter is left in place 4 to 7 
days, making no attempts to instrument the urethra 
in the meanwhile. As a rule, at the end of a week, 
a number Io to 15 F. bougie may be passed at the 
first attempt without any difficulty. 

IV. Retrograde dilatation—Should it not be possi- 
ble to introduce a bougie or filiform, after the ure- 
thra has been given a rest from instrumentation, a 
cystoscope is inserted through the suprapubic 
opening, the internal sphincter orifice is located and 
catheterized with a ureter catheter which is allowed 
to remain in place three to four days. Retrograde 
passage of bougies or catheters will occasionally suc- 
ceed when other methods fail. Often when bougies 
cannot be passed in the normal way, ureter catheters 
may be introduced retrograde without difficulty. 

V. External urethrotomy was performed six 
times in this series—only once, however, during the 
past few years, 

VI. Internal urethrotomy has become a rare pro- 
cedure in hospital practice. There were but two such 
operations in 118 cases. 


SUMMARY 


Practically all urethral strictures can be dilated 
successfully by means of filiforms with Philips 
bougies or catheters. When these instruments can- 
not be passed it is advisable to resort to suprapubic 
methods to relieve the distended bladder, rather than 
operating upon a badly traumatized urethra. The 
measures briefly outlined have worked out so ad- 
mirably in the order mentioned, that they should be 
the methods of choice in the treatment of uncom- 
plicated urethral stricture. 
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THE FLAT HAND 


“Flat foot,” with its connotation of suffering and 
disability, is a term commonplace in medical practise. 
Until very recently, however, “flat hand” has seldom 
been mentioned and little attention has been paid to 
its prevention, though in its consequences it is un- 
doubtedly as serious as the former condition. When 
allowed to develop, it is a source of anguish to the 
patient, a reproach to the physician and a loss to 
society. The vast number of infections and trau- 
mata to the hands of the worker in the complicated 
industrial machine of the present day, makes the pre- 
vention of such disabilities and the reclamation of 
hands thus disabled a matter of prime importance. 
Intelligent prophylaxis can be instituted, however, 
only on the basis of an understanding of the normal 
anatomy and physiology of the hand. 

When hanging quietly at the side in the “position 
of rest”, the hand will be observed to be held in 
about thirty degrees of dorsal flexion. The fingers 
are flexed at the metacarpo-phalangeal joints and the 
thumb is held in the “position of opposition” in a 
plane which is perpendicular to that of the other 
four fingers. This so-called “position of grasp” of 
the fingers with the slight dorsi-flexion of the wrist 
constitutes not only the “position of rest” but also 
the “position of optimum function” should ankylosis 
of the wrist be unavoidable. In this position, it will 
be observed that the hand presents a number of 
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arches, viz., a proximal transverse arch at the wrist, 
a distal transverse arch over the heads of the meta- 
carpal bones and a series of arches running axially 
along the metacarparl bones which constitute the 
longitudinal arch of the hand. These arches are 
maintained by the natural contour of the bones and 
by the constant interplay of the lumbricals, the 
interossei and the muscles of the thenar and the 
hypothenar eminences. 

In the flat hand, these normal arches are flattened 
out, the fingers are held in a position of extension 
and the thumb is rotated outward and lies in the 
same plane as the fingers so that opposition is im- 
possible. Loss of the transvere arches leads to a lack 
of support to the flexor tendons and a weakening of 
the power of grasp, while loss of the longitudinal 
arch results in a mechanical disadvantage to the lum- 
bricales and interossei which prevents their normal 
opposition to the extensors of the fingers. 

This condition can be brought about first and most 
importantly by improper splinting and second by a 
change in the contour of the hand following mal- 
union of fractures. The latter of these factors is ob- 
vious. The significance of improper splinting is al- 
most as obvious if it be considered that the prolong- 
ed immobilization of the muscles of the hand leads 
to an atrophy of the thenar, the hypothenar, and the 
intrinsic muscles which are so important in the main- 
tainance of the arches. 

From these considerations the prophylaxis of flat 
hand becomes consequential. In cases of fracture, 
where ordinary reduction procedures have failed, no 
hesitation should be felt in performing an open oper- 
ation to secure the reestablishment of the arch of the 
metacarpal bones, while in cases requiring splinting 
the utmost care should be exercised to place the hand 
in the position of rest. The hollow of the hand 
should be carefully padded, the thenar and hypothe- 
nar eminences protected from pressure atrophy by 
shaping of the splint, and the fingers permitted free 
motion in the position of grasp. It is only by keep- 
ing constantly in mind these fundamental principles 
in the treatment of hand lesions that the long months 
of reconstructive effort can be avoided, and other- 
wise useless hands can be salvaged. 


MEDICAL STATISTICS 


It is often said that statistics can be made to prove 
anything under the sun. In certain walks of life 
this may be a desideratum, but in medicine where 
each of us is concerned with the determination of 
the truth rather than the establishment of any par- 
ticular thesis, such a mistaken attitude is to be 
guarded against most carefully. Especially is this 
true now when, with our careful follow-up clinics, 
a serious endeavor is being made to really determine 
the actual end-results of our various therapeutic pro- 
cedures. It is, however, our very zeal in this 
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respect that may lead us into an endless maze of 
doubts and contradictions, unless the common ground 
of discussion be painstakingly defined and closely 
adhered to. 

A great number of problems press for solution. 
They are met day by day in the consultation room 
and must be solved immediately and unequivocally. 
Among the most hotly contested at present is un- 
doubtedly the question of the proper treatment of 
ulcer of the gastro-duodenal region. Equally com- 
petent observers in all parts of the world can be ad- 
duced to prove or disprove the value of any of the 
recognized therapeutic measures. The result is that 
“ignorance is bliss”. The physician who really tries 
to follow the literature is left bewildered, while the 


_ one who does not goes serenely on his accustomed 


path untroubled by the doubts of his confréres, 

How is the problem to be solved? The practise 
of any individual rarely is sufficient to warrant an 
adequate survey of the whole problem and recourse 
must perforce be had to the statistics offered by 
others. And it is just here that the obstacle arises. 
Reports are submitted without any accurate state- 
ment of the exact condition found and the exact 
procedure undertaken. If the vast effort is not to be 
made in vain, we must strive to compare the results 
in strictly analogous situations. The time element, 
the pathological picture, the condition of the patient, 
the technic employed, the apparently smallest detail 
may be of utmost significance in the evaluation of 
the method. It is only by discussing on a common 
ground, by the use of our most meticulous analytical 
faculty, and by the development of a rigorous crit- 
ique that we may hope to extricate ourselves from 
the maze. 


Progress in Surgery 


Selections from Recent Literature 


Doubtful Tumors—Shall We Excise a Piece for Diag- 
nosis? A. R. Kizcore, San Francisco. California and 
Western Medicine, April, 1925. 

This paper is a plea, not against diagnostic incision of 
tumors, but against delay between such incision and com- 
plete operation. In at least one situation (the breast) the 
two-stage procedure has been proven to destroy almost all 
chances of cure in the more malignant forms of cancer. In 
other locations (the uterus and cervix) the evidence is not 
80 convincing as to absolutely condemn curetage or removal 
of a piece of tissue and delay for laboratory diagnosis, but 
the ideal procedure is frozen section diagnosis and immediate 
complete operation when this gives positive evidence of the 
presence of cancer. 

In the case of the lip, removal of the primary growth 


complete (rather than incision of the growth) is a safe pro- . 


cedure with dissection of the neck lymphatics at a later 
time, depending on the microscopic appearance of the pri- 
mary growth. 

For lesions of the skin and of the tongue the same pro- 
cedure is to be recommended as for those of the lip, except 
that in large growths of the tongue, where complete 
excision would be seriously mutilating and the chances of 
curing cancer remote, diagnostic incision seems justifiable 
when the lesion cannot otherwise be accurately identified. 

connective tissue tumors should be removed intact— 
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certain large ones explored for gross appearance or frozen 

section diagnosis. 

An Efficient Method of Hemostasis Without Suture. 
Grant E. Warp, Baltimore, Medical Journal and 
Record, April 15, 1925. 

Ward has used the endotherm knife (needle), to re- 
place the scalpel in opening abdomens and in removing 
breasts, even doing a complete breast operation without 
once picking up the surgeon’s knife. This new needle 
cutting method (acusection) has proved useful in stop- 
ping capillary and skin oozing and in sealing the lym- 
phatics. Larger bloodvessels are caught with forceps 
and then coagulated. 

The operator grasps the clamp on the vessel in his left 
hand and holds it at right angles to the surface and clear 
of all contact with the body except at the tip where the 
vessel is caught. With the right hand the active elec- 
trode (needle) touches the hemostat at any convenient 
point and remains a fraction of a second or longer, when 
a small ring of electrocoagulation forms at the end of the 
instrument, which is now removed. There is no after 
bleeding and the small area of coagulation is soon 
absorbed without slough or hemorrhage. 

Simple Immediate Treatment for Vomiting. Epwin P. 
LEHMAN and Harry V. Gipson, St. Louis. Journal of 
the A. M. A., April 25, 1925. 

All patients suffering from symptoms of reverse peristal- 
sis in the upper gastro-intestinal tract from various causes, 
were given amounts of 2% sodium chlorid solution varying 
from 50 to 200 c.c. In every case there was immediate reliet 
of symptoms, but in several cases the relief was transient. 
Lehman and Gibson suggest the possibility that the action 
is a local one, tending to establish forward peristalsis in 
the stomach, no matter what the cause of the reversal. It 
may be found that the expression of this effect in ameliora- 
tion of symptoms depends on the intensity of the abnormal 
stimuli to reversal of peristalsis. The treatment is so simple 
and harmless that it deserves a trial by clinicians every- 
where, with a view to confirming or disproving these ob- 
servations, 

Rat-Bite Dermatitis. 
Wat.ter ApAMs, Beirut, Syria. 
Dermatology and Syphilology, May, 1925. 

All rats do not harbor the spirochete in their mouths, and 
even those infected may not communicate the disease in 
biting, especially when the rodent bites through clothing. 
Recent statistics from Japan report 41 cases of “Sodoku,” as 
it is called in Japan, where it is said to be better known and 
has been more intensively studied than in any other country. 
The disease is now being more frequently reported in 
America. 

The incubation period is said to vary from five to twelve 
days, although some observers put it at from six to eight 
weeks or even longer. 

The rat bite usually heals quickly, but, after the incubation 
period, it breaks down and becomes a sclerosis resembling 
a syphilitic chancre. A spotted erythematous eruption with 
a coloring and distribution much like the “roseola” of 
syphilis, pain and aches in the joints and long bones, the 
headache of syphilis, dizziness and occasional delirium like 
relapsing fever, a moderate degree of fever as in syphilis, 
or sometimes a rise to as high as 40° or 41°C. and after 
from three to five days relapse with profuse sweating like 
relapsing fever; anemia with high leukocytosis, anorexia, 
nausea and even vomiting, followed by great prostration and 
in some severe cases ending fatally—these are the broad 
lines of the clinical picture. 

The author’s case yielded promptly to neoarsphenamin. 
A Contribution to the Study of Thrombo-Angiitis Ob- 

literans, FRANK L. MELENEY and G. Gavin MILLER, 
Peking, China. Annals of Surgery, May, 1925. 

Thrombo-angiitis obliterans is found extensively in China 
among the Chinese. Twenty-four cases in and around 
Peking present practically all of the pathological features 
of the disease which Buerger has described. 

The process appears to be an inflammatory one, attacking 
the large and small arteries and veins in an irregular man- 
ner and causing thrombosis and obliteration. It is not nec- 
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essarily progressive either from below upward or from 
above downward. 

The nutrient arteries of the nerves are frequently the 
site of this process. This may in some manner explain the 
severe pain which is constantly associated with this disease. 

An extensive collateral circulation develops as a result of 
the blocking of blood-vessels as is shown by +-ray pictures 
of injected vessels. In some cases this collateral develop- 
ment can keep pace with the obliterating process and main- 
tain the circulation. In other cases it cannot keep pace 
with it and then more or less extensive gangrene develops. 
A Case of Embolectomy. O. ALEMAN, Stockholm. Acta 

Chirurgica Scandinavica, Vol. 59, Fasc. I. 

This case was in a man of 25, suffering from heart dis- 
ease. The obturating embolus measured three centimeters 
in length and was lodged in the right femoral artery at the 
origin of the profunda. The operation was performed four 
hours after the onset of the symptoms and brought about 
a complete and definitive restoration of the circulation. 


Another Case of Embolus of the Common Iliac Artery. 
Operation. Lunppiap, Acta Chirurgica Scan- 
dinavica, Vol. 59, Fasc. I. 

A fresh embolus of the common iliac artery was removed 
with the aid of a semiflexible probe introduced into the 
artery, with excellent result. 


Significance of Unilateral Dilatation and Fixation of 
Pupil in Severe Skull Injuries. Emme Hotman and 
W. M. J. Scott, Cleveland. Journal of the A. M. A., 
May 2, 1925. 

Eight cases are cited to indicate the importance of accu- 
rate and frequent observations of the pupils in patients who 
become unconscious as a result of head injuries, as they may 
well be a valuable aid in determining the side on which the 
operation for the relief of intracranial hemorrhage should 
be performed. The importance of this sign in the absence 
of other localizing manifestations makes it imperative that 
its appearance be not prevented by the use of homatropin 
or other mydriatic drugs following skull injuries. Unilat- 
eral dilatation and fixation of the pupil is a valuable aid in 
determining the location of the intracranial injury and hem- 
orrhage following head injuries. Operative intervention 
should be directed toward the side on which this dilatation 
and fixation first appear. Its transitory character makes 
accurate and oft-repeated observations necessary from the 
moment of injury. 


Uber die Primaére Aktinomykose 
F,. LANGENSKIOLD, Helsingfors. 
Scandinavica, Vol. 59, Fasc. I. 

The author describes what he considers a new benign 
form of actinomycosis of the breast. He reports four cases, 
all in middle-aged multipare who had nursed their children. 
The complaint in the first three cases occurred in connection 
with a period of lactation, during which the affected breast 
could not be used for nursing, owing to pathological changes 
of the nipple—a slowly increasing circumscribed induration 
in the neighborhood of the areola. After having persisted 
for a fairly long time the induration became softer and 
threatened to break through the skin. The tumor in these 
cases contained pus, from which a pure culture of the same 
microorganism could be obtained in all three cases. This 
microorganism is described as a ray-fungus with short fila- 
ments (actinomyces). 

In the fourth case the tumor had developed following an 
acute swelling of the breast toward the termination of a 
period of nursing of two years and a half, and had re- 
mained unchanged for two years. It felt hard but contained 
a small cavity containing some few grains of actinomycetes 
and some pus, from which could be cultivated a typical ray- 
fungus with long filaments and also staphylococcus albus. 

All four cases were healed following operation. 


Goiter Heart. Nexis B. Foster, New York. The Amer- 
ican Journal of the Medical Sciences, May, 1925. 
Cardiac symptoms associated with thyroid disease are of 
common, even usual occurrence, but these symptoms may be 
of pronounced severity without detectable evidence of heart 


der Brustdriise. 
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disease. The so called cardiac deaths which follow opera- 
tion are seldom due to heart failure but more often to vas- 
cular failure; that is to say, there is, in these cases, a vaso- 
motor paralysis and a widening of the peripheral vascular 
field notable by a sharp drop in the diastolic blood pressure 
a condition similar to shock. : 

The commonest type of disorder referable to the heart 
in thyrotoxicosis is auricular fibrillation. Whether this 
arrhythmia is due to lesions in the myocardium or to nervous 
influences is not yet known. Lesions in the myocardium 
have been described in cases of thyroid disease and they 
have been experimentally induced in animals, but these 
lesions are not found in every case. 

Heart block and auricular flutter are of exceptional oc- 
currence and probably denote serious myocardial degenera- 
tion. 

It is important to control auricular fibrillation, especially 
if operation be contemplated, since the mortality in cases 
with fibrillation is higher than in controlled cases. 

A reversion to normal rhythm may be usually secured 
by proper treatment, which includes rest, digitalis and 
quinidin. 


Zur Kasuistik und operativen Behandlung der Retroper- 
itonealen Duodenalruptur. Cart SANDAHL, Goteborg. 
Acta Chirurgica Scandinavica, Vol. 59, Fasc. I. 

The case in question relates to a patient who, having sus- 
tained a trauma to his abdomen, is subjected to laparotomy 
for a suspected subcutaneous, intestinal rupture. At the 
operation which was performed two hours and a half after 
the trauma had occurred, a rather large haematoma was 
found in the upper portion of the abdomen and a retro- 
peritoneal rupture in the anterior wall of transverse portion 
of the duodenum. Operation: Duodenorrhaphy, drainage. 
The patient recovered. 

It is of great importance to make a methodical examina- 
tion of the entire retroperitoneal portion of the duodenum 
if a haematoma is found in its neighborhood. The mode of 
operation depends upon the size, appearance, and age of the 
rupture. Resection should be performed in cases of large 
ruptures and severe contusions of the duodenal wall and in 
small ruptures which are more than 12 hours old. Suturing 
alone in these latter cases is dangerous owing to insufficiency 
of - suture on account of reduced vitality of the intestinal 
wall. 

Small ruptures less than 12 hours old may be only sutur- 
ed. Gastroenterostomy should be done in these cases, only 
when the lumen of the duodenum is highly constricted in 
other cases the duodenum can be relaxed sufficiently by star- 
vation for a couple of days and by a not too early feeding. 

Chromic catgut should be used, not silk. 


Treatment of Perforated Gastro-duodenal Ulcers. 
(Du meilleur Traitement Chirurgical des Ulcéres Gastro- 
duodénaux Perforés en Péritoine Libre.) S, Ravott- 
vitcH. Revue de Chirurgie, No. 3, 1925. 

After a very comprehensive survey of the material seen 
in the clinic of Chavannaz, the author comes to the con- 
clusion that perforated ulcers should be treated by more 
extensive procedures than simple suture. Both from the 
point of view of immediate mortality and of late results, 
either resection or a gastro-enterostomy combined with ex- 
cision of the ulcer is the better procedure. In the author’s 
opinion, the presence of a perforation is an indication for 
radical operation rather than palliative measures. 


Vaccinotherapy in Hemorrhage from Gastro-duodenal 
Ulcers. (La Vaccinothérapie dans les Hémorragies 
des Ulcéres Gastroduodénaux.) Pierre Devset, Paris. 
Revue de Chirurgie, No. I, 1925. 

Delbet contends that the pain and hemorrhage observed 
in ulcer are due to an exacerbation of the infective pro- 
cesses which gave rise to the ulcer. Consequently, he treats 
these cases with injections of a vaccine prepared according 
to his directions which he calls propidon. Nothing of the 
details of this procedure is given. The vaccine is not intend- 
ed to act as a hemostatic but by controlling the infection to 
bring about a cessation of the hemorrhage. He reports 
two cases with apparently excellent results. 


along 1 
single 
groups. 
showin 
cause 
to the 
and wl 
is forn 
fests it 
Ag 
applied 
Becaus 
patches 
inclines 
Case: 
Operati 


Vou. 
The 
U 
Ol 
Pri 
ous a 
compa 
for tre 
tomy 1s 
tomy ; 
morbid 
ulcer, 
local e 
For 
gastrec 
certain 
by gas 
of cho 
gastroe 
The m 
ficatio 
Drainz 
M 
Ol 
Baci 
experi 
from | 
Lym 
dogs 
amoun 
rabbits 
Dog: 
benefit 
Muc 
geons 
cases ¢ 
Simple 
G 
Di 
By s 
in whi 
demons 
fore pe 
sympto 
occasio 
charac 
diffuse 
tensive 
a smal 
of the 
The 
append 
ture, 
three { 
the per 
50%. 
resecti 
patient 
drainag 
Proced 
loop, 


» 1925, 


Opera- 
to vas- 
a vaso- 
vascular 
ressure, 


e heart 
er this 
nervous 
ardium 
id they 
t these 


nal oc- 
genera- 


pecially 
1 cases 


secured 
lis and 


iroper- 
teborg. 


sus- 
rotomy 
At the 
f after 
la was 
retro- 
portion 
ainage, 


amina- 
denum 
ode of 
of the 
large 
and in 
turing 
ciency 
estinal 


sutur- 
only 
ted in 
y star- 
eding. 


‘astro- 
ADOIE- 


seen 
con- 
more 
n the 
esults, 
h ex- 
thor’s 
n for 


denal 
ragies 
Paris, 


erved 

pro- 
treats 
rding 
f the 
itend- 
on to 
ports 


Vou. XXXIX, No. 6. 


The Field of Partial Gastrectomy in the Treatment of 
Ulceration of the Stomach and Duodenum. ; 
Wayne Bascock, Philadelphia. American Journal of 
Obstetrics and Gynecology, April, 1925. 

Primary gastrectomy for peptic ulcer, while often a tedi- 
ous and difficult operation, has a low primary mortality, 
comparing well with the mortality of other radical methods 
for treating ulcer. The convalescence after partial gastrec- 
tomy is, as a rule, as smooth as after a simple gastroenteros- 
tomy; and there is reason to believe that the secondary 
morbidity of partial gastrectomy, especially for gastric 
ulcer, is less than from gastroenterostomy with or without 
local excision. 

For duodenal ulcer, at present, the field of partial 
gastrec. my may be considered more limited; however, for 
certain forms of duodenal ulcer not amenable to treatment 
by gastroenterostomy, partial gastrectomy is the operation 
of choice. For recurrent ulcer or jejunal ulcer following 
gastroenterostomy, partial gastrectomy is most valuable. 
The most physiologic type of partial gastrectomy is a modi- 
fication of the Billroth I. 


Drainage of the Thoracic Duct in Peritonitis. Louis D. 
McGuire, Rochester, Minn. Surgery, Gynecology and 
Obstetrics, May, 1925. 

Bacillus prodigiosus, injected intraperitoneally in cases of 
experimentally produced peritonitis, could not be recovered 
from lymph from the thoracic duct. 

Lymph from the thoracic duct in cases of peritonitis in 
dogs did not appear highly toxic, comparatively large 
amounts producing no effect when injected intravenously in 
rabbits. 

Dogs with experimentally produced peritonitis were not 
benefited by drainage of the thoracic duct. All of them died. 

Much experimental work must still be done before sur- 
geons may perform with confidence lymphaticostomy in 
cases of peritonitis. 
simple du 


Simple Ulcer of the Intestine. (L’Ulcére 


Gréle.) Ouparp and G. Jean. Archives de Apparel 


Digestie, March, 1925. 

By simple ulcer of the intestine, the author means ulcers 
in which no specific, neoplastic or bacillary origin can be 
demonstrated. The condition can seldom be diagnosed be- 
fore perforation, except by a history of indefinite abdominal 
symptoms, such as pain occurring several hours after eating, 
occasionally hematemesis, loss of weight and anorexia. Most 
characteristically the patient is first seen with the signs of a 
diffuse peritonitis, in a condition which precludes any ex- 
tensive search for the cause. Under favorable circumstances 
a small perforation of the ileum is seen within three feet 
of the ileo-cecal valve. 

The author has studied several of his own cases and 
appends a review of about fifty other cases from the litera- 
ture. These ulcers are usually situated within the last 
three feet of the ileum though they may occur anywhere 
along the course of the small intestine. They are usually 
single and may be divided pathologically into three main 
groups. The first type is the acute, usually single ulcer 
showing a marked tendency toward early perforation. Be- 
cause of the rapidity of development, there are no adhesions 
to the surrounding organs, the mesentery is not infiltrated 
and when »erforation does occur a small localized abscess 
is formed. The third type is the healed ulcer which mani- 
fests itself by the formation of cicatricial stenoses. 

A great many theories, all of which may equally be 
applied to the explanation of gastric ulcer, are reviewed. 
Because of the fact that these ulcers localize in the Payer’s 
patches along the free border of the intestine, the author 
inclines to the belief that they are infectious in origin. 

Cases in which the site of perforation is not found at 
operation have a 100% mortality while in those in which 
the perforation is located have a primary mortality of about 
50%. The treatment in suitable cases should consist in a 
resection of the affected loop. Where the condition of the 
patient does not warrant such radical treatment suture and 
drainage should be undertaken. In desperate cases the only 
_ Possible is an exteriorization of the perforated 
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On the Viability of the Intestine in Intestinal Ob- 
struction Harry BeELLevitte Eisperc, New York. 
Annals of Surgery, May, 1925. 

Clinically, there are cases in which the circulation is ap- 
parently in good condition at the time of operation, but 
later becomes impaired. Here the sudden release of the 
obstructing agent probably has allowed emptying of the 
veins with an inrush of blood through the arteries. A 
momentary return of the circulation is noticed. Soon after 
the involved area being too large, the damage to the 
vessel wall too great, associated with a spastic muscular 
contracture, there is a secondary circulatory impairment. 
The collateral anastomosis, omentum and adhesions are 
here insufficient to compensate. 

Leaving gut of questionable viability in the peritoneal 
cavity with the idea that it is just as safe to resect within 
twenty-four hours, is to be condemned. For these twenty- 
four hours are very important hours in the determination 
of the prognosis. A fatal toxemia can result within this 
time if the segment does not become viable. 

Although there is a rich anastomosis in the mesentery 
and intestinal wall, comparatively slight interference with 
this circulation causes disproportionately great damage to 
the intestine. Experimental ligation of the vessels of the 
second mesenteric arcades is the safest. 

The circulation does not return and the segment becomes 
gangrenous if the involved area is too large and there is 
too great a trauma to the vessels with a prolonged spastic 
muscular contracture. 

The classification of strangulated bowel into early, in- 
termediary and late, does not designate units of time. This 
depends upon the size of the segment, its proximity to the 
duodenum, and whether the circulation is immediately or 
gradually occluded. In the intermediary type resection with 
immediate reconstruction of the canal without drainage is 
the most satisfactory procedure. 

Movable Kidney. Cuartes P. Matué, San Francisco. 
Surgery, Gynecology and Obstetrics, May, 1925. 

The great majority of movable kidneys cause no symp- 
toms and require no treatment. In a certain percentage of 
cases, however, renal mobility forms a definite clinical entity 
characterized by lumbar pain, urinary, gastro-intestinal, and 
nervous disturbances, loss of weight, etc., and require fixa- 
tion by abdominal support or surgical intervention. 

The majority of cases of renal ptosis can be relieved by 
the proper abdominal support, fattening, and strengthening 
exercises. 

Nephropexy is a justifiable operation. It has been em- 
ployed by numerous urologists of note who have found it 
satisfactory. It relieves symptoms and is indicated in the 
following cases of movable kidney: (a) when the belt fails 
or is poorly tolerated; (b) in those cases complicated by 
ureteral kink caused by fibrous bands; (c) when the sag of 
the kidney has caused the ureter to kink over an aberrant 
vessel; (d) in those cases in which adhesions have developed 
around a- prolapsed kidney holding it in place; (e) in 
chronic colon pyelitis when faulty drainage due to increased 
mobility is not corrected by the belt. Mathé has employed 
nephropexy with success in 96% of the 30 cases operated 
on. Of those 46% had obtained no relief from mechanical 
supports although they had been employed for some time, 
varying from 6 months to I year. 

Surgical suspension has fallen into disrepute, not on ac- 
count of its inefficacy, but because it has been performed 
when it has not been indicated, the technic has been faulty, 
or there has been failure to realize the necessity of exposing 
the ureter and relieving any condition which might be pres- 
ent, which unrelieved, would defeat the purpose of the 
operation. 


Suprapubic Sphincter Tightening. F. Dawson Furniss, 
New York. American Journal of Obstetrics and Gyne- 
cology, April, 1925. 

The operation consists in narrowing the urethra and the 
vesical sphincter through a median, extraperitoneal, 
suprapubic incision, extending from th: symphysis to just 
below the umbilicus. After incising the fascia the exposure 
of the sphincter is made by blunt finger dissection. High 
Trendelenburg posture makes this much easier. A Pezzer 
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catheter placed in the bladder and withdrawn until the flared 
portion comes against the sphincter, is a necessary guide to 
the vesical outlet. This portion of the catheter is easily felt 
from above. With a rounded needle armed with No. 2, 20- 
day catgut, a suture is passed through a portion of the 


sphincter just in front of the flared portion of the catheter - 


and one-third of an inch lateral to the median line, picking 
up one-quarter of an inch of tissue. Entering laterally and 
emerging medially on the opposite side, the same suture is 
similarly placed except that it enters medially and emerges 
laterally. This is then tied. A second suture is placed in 
the same manner three-eighths of an inch forward to this. 
If the relaxation is great a second tier of two sutures is 
placed to produce an even greater narrowing of the urethra. 

In instances of prolapse of the urethra the caudad sutures 
of the second tier are left long and attached to the fascia 
of the abdominal wound so that the vesical end of the 
urethra is drawn un and behind the symphysis. Usually 
there is no bleedine—occasionally a overlying the 
urethrovesical junction may be purictured. Unless there is 
oozing, the abdominal wound is closed without drainage, 
the catheter is removed, and the patient is put in half 
Fowler position 1o give intestinal pressure to the operative 
area and prevent dead spaces. 


Median Bar Formation. JosepH A. Lazarus, New York. 
The Journal of Urology, April, 1925. 

Median bars can be of varying degrees of prominence, 
some being so prominent as to simulate small median 
lobes. Others form ledges that can be felt as the 
cystoscope is introduced into the bladder, the sensation 
being that of surmounting a lump. There are still others 
that can be diagnosed only through the process of elim- 
ination and after observation over a long period. The 
appearance of the bar is no true index of the amount 
of the interference it offers to the urinary outflow. 

Lazarus concludes: 

1. Median bar formation, collar contracture and fibrosis 
of the hladder neck are var‘ous stages of one process. 

2. Infection of the prostate is the underlying cause of 
this process. 

3. Median bar formation can be present without 
symptoms. 

4. It can be a transient condition. 

5. Collar contracture and fibrosis of the vesical neck 
always give rise to symptoms. 

6. Median bar formation, when giving rise to symp- 
toms, is always associated with varying degrees of 
inflammation of the lateral sphincter margin of the 
prostatic urethra. 


Residual Urine in Women Artnur H. Curtis, Chicago. 
Surgery, Gynecology and Obstetrics, May, 1925. 

Residual yrine is of frequent occurrence in women. Pro- 
vided post-operative (or postpartum) catheterization has not 
been necessary, the temporary presence of some residual 
urine is not a particular menace and seldom demands treat- 
ment. 

It is unnecessary to torture patients through refusal to 
catheterize when the full bladder causes distress. Those who 
require repeated catheterization do not recover immediately 
the power of complete evacuation upon return of spontane- 
ous micturition. In such cases, daily withdrawal of residual 
urine until function becomes normal affords excellent pro- 
phylaxis against urinary tract infection. 


The Fallacies of a Negative Preoperative Urine Report. 
Homer L. Nets, Albany, N. Y. New York State 
Journal of Medicine, May, 1925. 

Single negative morning specimens of urine are unreliable 
in ruling out the presence of nephritis or diabetes. Twen- 
ty-four hour specimens are more reliable, but a negative 
twentv-four urine does not mean much. Phenolsulphone- 
phthalein tests are helpful if carefully done, but a high two- 
hour output will often give the surgeon a sense of false 
security, and a low output may cause anxiety where there 
need be no fear. Blood pressure readings are of value but 
not conclusive. 

The blood sugar concentration and either the non-protein 


PROGRESS IN SURGERY . 


June, 1925, 


or the urea nitrogen content of the fasting blood are the 
most conclusive single determinations that the surgeon can 
depend upon in ruling out the presence of nephritis or dia- 
betes in preoperative cases. 


Treatment of Prolapse by the Method of Kielland, 
(Operativen Behandlung des weiblichen Prolapses nach 
der Kielland’schen Methode.) G. Conran, Berlin, 
Zentrablatt fiir Gynakologie, No. 14, 1925. 

One of the main difficulties in the treatment of genital 
prolapse even after the performance of an interposition 
operation has been due to the fact that no proper suspension 
of the cervic could be accomplished and that recurrence took 
place in the axis of the portio vaginalis. The author calls 
attention the fact that by the Kielland modification of the 
Wertheim interposition proper suspension is accomplished. 

The essential step in this procedure lies in denuding the 
posterior surface of the crevix of its vaginal mucous 
membrane and then resecting two wedge-shaped portions of 
the cervix so that following the usual Wertheim operation 
the cervix can be retroflexed and brought into a direct line 
with the body of the uterus. In this manner, the posterior 
surface of the cervix is brought into direct contact with 
the pouch of Douglas tending to reenforce the hiatus made 
by the uterus in the levator muscles. Thereafter an ordi- 
nary posterior colporrhaphy is performed. At the con- 
clusion of the operation, the posterior lip of the cervix is 
not to be seen in the vaginal vault. 


Prolapse of the Culdesac of Douglas or Posterior 
Vaginal Enterocele. Louis E. PHANEur, Boston. 
American Journal of Obstetrics and Gynecology, April, 


1925. 

A deep Douglas’ pouch may be congenital or may fol- 
low childbirth; in either case, it plays an important role, 
as a cause of uterine prolapse. 

The lack of recognition of this condition leads to many 
failures of operations on the posterior vaginal segment. 

Prolapse of the culdesac of Douglas while rare in 
extremes types, is not infrequent in the less severe 
types. 

The vaginal route is advocated for the simpler cases, 
while the abdominal route is best reserved for the 
extreme cases and those which are complicated by 
adhesions. 

Operation (obliteration by sutures) presents no special 
difficulties, but care must be taken to identify the ureters 
when placing the sutures. 


Sarcoma of the Ovary in Children and Young Gir's. 


Lewis C. ScHerFrey, Philadelphia. American Journal 

of Obstetrics and Gynecology, April, 1925. : 
The frequency of sarcoma of the ovary in general is a 
trifle less than 4%; that of sarcoma of the ovary in 
children varies from 18 to 25% of all ovarian neoplasms. 
Hence it is relatively more frequent in children and 

young girls than in adults. j 
The principal objective symptom is a rapidly-growing, 
freely movable (sometimes fixed) abdominal or pelvic 
tumor. Menstrual disturbances are frequent, and there 
may be pronounced evidence of hyperovarian, of 
hypoovarian function, the former more marked before, 


.the latter more marked after puberty. Pain and gastro- 


intestinal symptoms are manifested later, and are those of 
any ovarian tumor increasing in size or meeting with an 
accident. Concomitant signs of malignancy are later 
manifestations. 

Bilateral ovarian sarcoma are much less frequent than 
unilateral. 

Round-cell sarcoma was the most common type. 

The diagnosis, dependent upon a careful history and 
examination, requires immediate operation—no contra- 
indications obtaining. The earlier the interference, the 
more favorable the prognosis. 

In the series collected, 94 cases—79%—came to oper 
ation. Of these, 69—73.4%—were surgical recoveries, 
death occurring in 20—21.2%. The percentage of ulti 
mate recoveries cannot be given with accuracy. 
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A Casuistic Contribution to the Knowledge of the 
Mesenteric and Retroperitoneal Lymphangiomata. 
WesTMAN, Umea. Acta Chirurgica Scandinavica, 
Vol. 59, Fase. I. 

The author has described two cases of mesenteric and one 
case of retroperitoneal lymphangioma. The one last mention- 
ed, which had a retrocoecal location, as well as one of the 
mesenteric tumors, situated in the sigmoid meso-colon, were 
examined anatomopathologically. On account of their 
structure they were interpreted as lymphangiomata. No cor- 
rect clinical diagnosis could be made in any of these cases. 
The retrocoecal tumor was found during operation for acute 
appendicitis. The tumor covered completely the gangrenous 
and perforated appendix which, therefore, could not be 
found at the operation. The patient succumbed. The 
lymphangioma in the sigmoid meso-colon, which consisted of 
a multilocular cystic tumor, the size of a goose-egg, produc- 
ed a kink in the sigmoid flexure, attended by symptoms of 
intestinal occlusion. It being impossible to palpate the 
cystic growth, and as the tenderness was found in the lower 
abdominal region on the right side, the train of symptoms 
were interpreted as appendicitis. In the third case, finally, 
in which the onset was acute, with pains in the epigastric 
region, attacks of vomiting, and fever, an impending per- 
foration of an ulcer was suspected, because of the anamnesis 
showing symptoms that resembled those of ulcer. On opera- 
tion, an infected cyst was found in the mesentery proper. 
Both cases recovered. 


Lymphatics of the Rectum and Anus. (Recherches Anat- 
omiques sur les Lymphatiques du Rectum et de ’Anus). 
VILLEMIN, Huarp, and Montacné. Revue de Chir- 
urgie, No. I, 1925. 

The authors have shown by injection experiments that 
the region of the third valve of Houston is the great divide 
of lymphatic drainage from the rectum and anus. The area 
above this level, the upper rectum, drains into the abdomen, 
into the recto-sigmoido-colic glands, while the lower rectum 
and the anus drain partly into the sacro-iliac-inguinal glands 
and partly into the recto-sigmoid glands. These glands fol- 
low along the course of the inferior mesenteric artery which 
therefore should always be tied just beyond the origin of 
the left colic artery. 

Cancers of the upper rectum, of the recto-sigmoid junc- 

tion, need be attackéd through the abdominal route, while 

those of the lower rectum must be approached through the 
combined abdomino-perineal route. 


Elbow Fractures and Dislocations. Treatment and Anal- 
ysis of One Hundred Eighty-One Cases at Bellevue 
Hospital, New York City. IRwrn E. Sits, Brooklyn, 
N. Y. Surgery, Gynecology and Obstetrics, May, 1925. 

In a summary the author concludes: 

Children have excellent reparative powers in fractures. 

Perfect anatomical approximation of the fragments is not 
always essential for functional recovery. 

Displacement and overriding of fragments will often re- 
sult in a good functional limb and complete restoration of 
the bony contour. 

Anatomically restored elbows may be lacking in mobility 
unless they are treated judiciously. 

The best results are obtained by immediate reduction un- 
der an anesthetic with the aid of fluoroscope. 

Partial immobilization with adhesive and early active mo- 
tion will reduce swelling, increase muscular tonicity, and 
Prevent muscular spasm, exuberant callus, Volkmann’s is- 
chemic. paralysis and myositis ossificans. 

Passive motion with or without an anesthetic and active 
Massage retards progress. 

Musculospiral and ulnar paralysis accompanying and fol- 
lowing fractures about the elbow is not always permanent. 

Myositis ossificans will disappear with the discontinuation 
of trauma to the brachialis anticus. 

Open operations in children are not indicated as good 
functional limbs will follow displaced fragments and in- 
ections are very prone to follow open operations. 

Compound fractures are best treated by débridement, Car- 
rel-Dakin sterilization, suspension in flexion by adhesive or 
ina flexed Thomas splint, to be followed by secondary sut- 
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ure or granulation with the institution of early active 
motion. 


| Book Reviews 


Chirurgie der Niere und des Harnleiters. Von Proress- 
or Dr. James IsrAeL und Dr. WILHELM ISRAEL. 
Octavo; 584 Seiten; 235 Abbildungen. Leipzig: Georg 
Thieme, 1925. 

It would almost seem as if the recent numerous additions 
to German urological literature should have satisfied the 
most carping of critics, but so choice a tid-bit as a volume 
on the surgery of the kidney and ureter by the old master 
Israel needs no apology. From a lifetime devoted to a 
study of renal diseases, a field in which he attained world- 
wide eminence, the author has culled the best and most im- 
portant. While the book is called a text-book of the sur- 
gery of the kidney it is much more than that. It contains 
the essential information presented in the well organized 
manner that should characterize a text-book but with a dis- 
cursiveness and a wealth of sidelights that a clinical lec- 
ture might well possess. Little is said of the actual oper- 
ative technic but the indications are discussed at length, 
in the light of an experience of over two thousand kidney 
operations. The diseases of the rest of the genito-urinary 
system are not touched on at all and in this respect as well 
as in the extent of the bibliographical references appended 
at the end of each chapter the volume partakes somewhat 
of the nature of a book for the specialist. Written in a 
delightful flowing style, with a wealth of illustrations, the 
book should be a welcome addition to the library of both 
the student and the urologist. 


Die Chirurgie. Eine Zusammenfassende Darstellung der 
Allgemeinen und der Speziellen Chirurgie Unter Mit- 
arbeit Hervorragender Fachmanner. Herausgeeeben 
von Pror. Dr. M. KirscHner und Pror. Dr. O. Norp- 
MANN. Lieferung 1; Octavo; 306 Seiten; 193 Abbil- 
dungen. Lieferung 2; Octavo; 386 Seiten; 216 Abbil- 
dungen. Berlin: UrsAN & SCHWARZENBERG, 1925. 


In preparing this system of surgery, two portions of 
which have thus appeared, the authors have attempted 
to combine a systematic discussion of surgical disease and 
diagnosis with a discussion of the appropriate surgical pro- 
cedures. The first part of the work is devoted to a more 
general consideration of the development of surgery and 
of the problems of asepsis, roentgen therapy and the 
significance of constitution disturbances as applied to surgery. 
The second part, constituting section one of volume three 
in the series, takes up surgical diseases of the lymph glands, 
surgery of the breast and the surgery of the glands of 
internal secretion. Each of these divisions is treated as a 
unit by the various authors and the description of the more 
particularly surgical diseases is preceded by a careful dis- 
cussion of the anatomy and normal physiology of the part. 
The treatment of the surgery of the breast is especially 
noteworthy. Not only are the major diseases of the breast 
adequately described, and the surgical procedures excellently 
detailed and illustrated, but even the less commonly 
recognized as well as the more commonplace conditions of 
the breast are discussed in a lucid, easy reading manner. 


Chirurgie der Sportunfalle. Ein Leitfaden fiir Studier- 
ende und Arzte (Sportartze). Von Dr. Ferrx Mann, 
Assistent der IT. chirurg. Universitatsklinik in Wien. 
Octavo; 303 Seiten; 71 Abbildungen. Wien: UrsBan 
& SCHWARZENBERG, 1925. 

The widespread participation in sport both by those who 
have undergone a long period of training and those who 
indulge only sporadically has led to the recognition of a 
series of injuries that are characteristic of the various 
sports. Not because these injuries are such as were not 
previously encountered but because they occur repeatedly 
and in similar manners. the author has been led to review 
the subject. During the past few years Mand! has had 
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occasion to observe over 1500 of such injuries, acquired in 
football, fencing, boxing, etc. 

In considering the treatment and prognosis in sportsmen, 
the author calls attention to several pertinent facts. The 
psychology of the patient is of importance. Being anxious 
to return to the pursuit of the sport, the patient will permit 
of much more strenuous treatment than the ordinary patient 
of private practise, but on the other hand he will be very 
restless under any prolonged form of treatment. In con- 
sequence of this attitude, a prognosis must be very guard- 
edly given because a result that might be considered very 
satisfactory in the ordinary walks of life might still be such 
as to preclude the patient’s active participation in his 
sport. In considering treatment, the author lays great em- 
phasis on the instituting of immediate active motion unless 
specifically contraindicated. It is only in this manner, that 
atrophies and stiffness about joints are to be avoided. The 
injection of novocaine into injured muscles to block the 
centripetal noci-association which leads to atrophy is advo- 
cated in the treatment of fractures. Where previously 
inclined to suggest the use of posterior immobilizing splints, 
or plaster casts in the handling of fractures, Mandl now 
advocates either skin or splint traction of the immediate 
application of skeletal traction. In using the “ice-tong” 
the author calls attention to the simple device of applying 
the tongs to the bone in a slightly asymetrical manner, in 
order to obtain eversion or inversion of the part affected. 

While there is nothing startlingly new in this presenta- 
tion, the collection of a great number of cases showing 
similar characteristics and arising in similar manners should 
prove quite as fruitful in the field of sport as in the field 
of industrial surgery. All in all, the volume is a very 
well written discussion of a subject which with the ever 
increasing activity in sport will take on more and more 
significance. 


Die Ortliche Betéubung. Ihre Wissenschaftlichen 
Grundlagen und Praktische Anwendung. Ein Hand- 
und Lehrbuch von Pror. Dr. Hernrich Braun, Geh. 
Medizinalrat, Direktor des Krankenstiftes in Zwickau. 
Siebente Auflage. Octavo; 511 Seiten; 212 Abbildun- 
gen. Leipzig: JoHANN AMsrosius BarTH, 1925. 

That a volume dealing with the specialized problems of 
local anesthesia should have appeared in seven German 
and two American editions is in itself evidence of the 
tremendous interest and significance of this work to the 
medical profession. The present edition differs but little 
from the sixth edition, a translation of which appeared 
as the second American edition which was received last 
year in these columns. Except for the chapter on neck 
operations which has been completely rewritten, little new 
has been added. 


La Transfusion Du Sang. Par P.—Emire Wem, Médecin 
de Il’'H6pital Tenon; et Paut IscH-WaALL, Ancien In- 


terne des H6pitaux de Paris. Octavo; 244 pages; 
illustrated. Paris: MAsson ET CIE, 1925. 

The practise of blood transfusion is apparently not as 
common on the continent as it is in this country. And for 
those not accustomed to the procedure, the monograph by 
Weil and Isch-Wall will prove an interesting and instructive 
contribution. The book contains a very comprehensive 
account of the development of the technic of transfusion 
from the time of the Egyptians down to the present. The 
various biological principles involved, the indications and 
contra-indications and the technic to be employed are care- 
fully and completely discussed. The bibliography is un- 
usually exhaustive and extremely well classified for ready 
reference. 


Variations des Artéres du Pelvis et du Membrane In- 

eur. Par Louis Président 

de Société d’Anthropologie de Paris. Duodecimo; 
271 pages; illustrated. Paris: MAsson ET CIE, 1925. 

It is unfortunate that the nature of the work under- 

taken by this author should be such as to have little gen- 

eral appeal, though its significance to the surgeon as well 

as to the scientific worker is quite manifest. The author 

has approached the study of the variations in the vessels of 
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the pelvis and lower extremities from the general biologic 
standpoint. There variations are not to be looked upon as 
anomalies of normal development but rather as departures 
from the habitual type. The diverse and apparently system- 
less variations of arteries fall naturally into a well organized 
system when viewed from an embryologic rather than 
from a comparative anatomy point of view. — 

The author gives a detailed description with numerous 
schematic drawings of the various arterial aberrations and 
unifies the consideration as a whole by looking upon them 
as evidence of arrest of normal development rather than as 
evidence of anomolous development. This study represents 
a tremendous amount of work carried through with a broad 
biologic conception. 


Selected Medical Papers. Containing Eighteen Articles 
Reprinted from the Writings of Dr. Alfred Worces- 
ter, One Article from the Writings of Dr. Edward R. 
Cutler and Four Sketches by Mr. Russell T. Hyde. 
Octavo; 339 pages. Boston: THe Four Seas Com- 
PANY, 1925. 

This compilation of articles written over a period of the 
past forty years by a physician still active in the pursuit 
of his calling is extremely interesting as affording a mental 
picture of the ideal doctor, an ideal unfortunately sO. fre- 
quently lost sight of in the minds of the average physician. 
Typically a country physician, Dr. Worcester has been able 
to step beyond the confines of rusticity and assume a posi- 
tion of importance in a wider medical sphere. As a healer 
of the sick, as a founder of hospitals, as a leader in the 
education of nurses and as a pioneer in the development 
of public health sanitation, Dr. Worcester is of the sort 
to excite the admiration of his humbler confreres. While 
some of his writings may appear trite to the supersophis- 
tication of modern surgeons, they present both an interest- 
ing history of the progress of surgery during one of its 
most remarkable periods and at the same time a testimony 
to the “sweetness and light,” the vividness of imagination 
and the force of character of an unusual man. 


Students’ Guide to Operative Surgery. By ALFrep T. 
Bazin, D.S.O., M.D., Assistant Professor of Sur- 
gery and Clinical Surgery, McGill University; Assisted 
by F. A. C. Scrimcer, V.C., B.A., M.D.; F. J. Tess, 
M.C., B.A., M.D.; L. H. McKim, M.D., and I. 
McL. Tuompson, B.Sc., M.B.,,CH.B. (Ep1n.) ; of 
the Departments of Surgery and Anatomy, McGill Uni- 
versity. Duodecimo; 126 pages. Montreal: Renour 
PuBLISHING COMPANY, 1924. ; 

A compend outlining the steps of certain operations 
and groups of operations. 


The Practical Medicine Series. Under the General Edi- 
torial Charge of Cuartes L. Mix, A.M., M.D. Volume 
V. Gynecology. Edited by Tuomas J. WATKINS, 
M.D., F.A.C.S. Obstetrics. Edited by Joserx B, De 
Ler, A.M., M.D., Octavo; 534 pages; illustrated. Chi- 
cago: THe YEAR Book PUBLISHERS, 1925. 
This volume constitutes one of a series of annual reviews 
covering the progress made in the special field to which 
it is devoted. A rather complete summary of the more 
important contributions to gynecologic and obstetric prac 
tice has been carefully compiled by the authors. 


An African Holiday. By Ricnarp L. SUTTON, 
LL.D., Fellow of the Royal Geographical Society © 
Great Britain. Octavo; 180 pages; 102 original illu- 
strations. St. Louis: C. V. Mossy ComPANy, 1924. 

Holidays are interesting, but African holidays - 

romantic, and so we enjoyed reading Stanley’s travels an 
Livingston’s accounts. It is rather unfortunate to have to 
compare such volumes with the extremely mediocre, — 
spiring work of a colleague. Indeed, apart from bi 
enthusiasm which our own imagination projected from reat 
ing the book, the only interest we had was in our — 
of being en famille with “Brother,” and apparently al 
only rhino bagged on the trip. The book is quite we’ 
illustrated with a number of pictures, chief among which 1s 
that of the rhino, the rhino with several rifles, the same 
rhino with “Brother,” and last, but not least, “Brother 
himself. 
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THE NEW YORK POLYCLINIC 
MEDICAL SCHOOL AND HOSPITAL 


(ORGANIZED 1881) 
(The Pioneer Post-Graduate Medical Institution in America.) 


We Announce 


For The General Surgeon 
A Nine Months Combined Surgical Course 
Comprising 
GENERAL SURGERY, TRAUMATIC SURGERY, 
ABDOMINAL SURGERY, GASTRO-ENTEROLOGY, 
PROCTOLOGY, GYNECOLOGICAL SURGERY, 


UROLOGICAL SURGERY, NEURO-SURGERY, 
LABORATORY AND X-RAY DIAGNOSIS 


Course so outlined that students may arrange for three months if unable to complete the entire course. 


FOR INFORMATION ADDRESS 


THE DEAN, 345 West 50th Street, NEW YORK CITY 


Ease and Comfort in Walking 


Medical men, in recommending walking as an exercise, should 
not overlook the advantages of 


O’Sullivan’s 
HEELS 


The soft cushion-like step and notable absorption of shock that 
result therefrom assure full benefit from walking. Jarring is relieved 
and the gratifying decrease of fatigue and nerve-tire make it possible 
for many a person to take long walks with an ease and comfort 
never enjoyed before. 

Many a physician has found that O’Sullivan’s Heels are of im- 
_—" value to those who seek the full benefits from the out- 
door life. 


O’SULLIVAN RUBBER CO., Inc., New York City 
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SEND FOR YOUR SUPPLY 

Every physician knows how many ills may be 
blamed on uric acid. 

To effectively be on the lookout to combat this 
condition, the physician must have some means of 
detecting its presence. And to be practically useful 
the means of detecting acidosis must be simple, 
prompt and easy to use. 

To the physician desiring such a practical method, 
the Keasbey & Mattison Co. will send a liberal sup- 
ply of U. S. P. blue litmus paper for bedside analy- 
sis. All you have to do is to cut or tear off the lower 
portion of the advertisement and send it in. Send 
for your supply today; easy and convenient to use, 
every physician should have a supply in his office 
or therapeutic bag. 


NERVOUS HEADACHES 

Physicians would find it difficult to compile a com- 
plete list of all patients who have at one time or 
another appealed to them for relief from spells of 
nervous headaches, for there is hardly a family with- 
out at least one sufferer from this vexing and dis- 
abling complaint. A little while ago, the employ- 
ment of coal tar preparations became popular in 
spite of the warnings of the medical profession 
against their depressing effects on the heart and 
nervous system. 


Unfortunately, the habit of self-treatment by 
means of various synthetic coal tar derivatives cop. 
tinues unabated even though the results are highly 
disappointing. Keasbey and Mattison’s well-known 
Bromo-Caffeine is distinguished by the fact that it 
is entirely free from these depressant coal tar prep- 
arations. It is notable, above all, for the certainty of 
its action which has been attested to by countless 
critical clinicians. Thanks to its effervescing prop- 
erties, it is highly pleasing to the taste. Patients ap- 
preciate a prescription of Bromo-Caffeine, which 
should be in the house of everybody who is suscep- 
tible to attacks of headaches. 


LouGHREA, IRELAND, 


I have had an opportunity, in my own person, of 
testing the value of VALENTINE’s MEat-Juice. | 
suffered from a rather sharp attack of Influenza, 
with debility and loss of appetite, on which occa- 
sion, when I could take nothing else, I found Vat- 
ENTINE’S MEAT-JUICE most valuable as a restora- 
tive, the more so as the small quantity required to 
be taken at a time exactly suited the state of my 
stomach, and in addition the flavor is most agree- 
able. 

P. O’DONOGHUE, M. D., 
Physician St. Joseph’s Reformatory. 


THE ORIGINAL—AVOID IMITATIONS 


USED EXTENSIVELY IN THE 


DIET OF SURGICAL PATIENTS 


Employed successfully during convalescence to alleviate 


ACINE, WiS.,U 


surgical shock, antidote starvation anaemia, and as a 


nutrient enema. 


Reliability proved by favorable record of over one-third 


of a century. 


Samples, and surgical, medical, and X-Ray literature 


prepaid upon request 


Horlick’s Malted Milk Co. 


Racine, Wis. 
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